n 


rt^dLcctwe 


KING'S  COLLEGE  HOSPITAL 
REPORTS ; 


BEING 


THE  ANNUAL  REPORT  OP  KING'S  COLLEGE 

HOSPITAL 

AND   THE 

MEDICAL   DEPARTMENT   OF   KING'S   COLLEGE, 


EDITED  BY 

NESTOR  TIRARD,   M.D.,   F.R.C.P. 

W.  WATSON  CHEYNE,  F.R.C.S.,  F.R.S. 

JOHN  PHILLIPS,  M.A.,  M.D.,  F.R.C.P. 

W.  D.   HALLIBURTON,   M.D.,   F.R.S. 


VOLUME     IV. 
(OCT.  1st,  1896  — SEPT.  30tii,  1897.) 


r\!y\(]] 


I 


LONDON : 

PRINTED   BY  ADLARD  AND   SON, 

lUUTIIOLOMKW   CLOSE,  K.C.,  and  20,  HANOVER  SQUARE,  W. 

1898, 


PREFACE 


In  issuing  the  fourth  vohime  of  '  King's  College  Hospital 
Reports  ^  very  few  prefatory  words  appear  to  be  needed. 
The  Editors  have  gladly  welcomed  and  utilised  suggestions 
for  improving  the  character  of  the  volume,  but  in  the  main 
the  scheme  originally  adopted  has  been  adhered  to.  As  on 
former  occasions  the  Editors  appeal  for  the  kindly  help  of 
subscribers  and  others  in  their  efforts  to  render  the  Topo- 
graphical Directory  and  ^^  What  Old  King's  Men  are  doing '' 
as  correct  and  full  as  possible. 

The  changes  in  the  Staff  include  the  resignations  of  Dr. 
Duffin  and  of  Dr.  W.  S.  Playfair,  who  have  respectively 
been  connected  with  King's  College  Hospital  since  1860  and 
1863.  Dr.  Hayes  has  been  appointed  to  the  Chair  of 
Obstetric  Medicine,  and  Dr.  John  Phillips  has  been  elected 
Lecturer  on  Practical  Obstetrics. 

The  Editors  note  with  satisfaction  the  continued  increase 
in  the  number  of  annual  subscribers,  which  indicates  an 
appreciation  of  their  efforts  to  supply  in  these  volumes  a 
permanent  link  of  interest  amongst  Old  King's  Men, 


EDITOEIAL    NOTE. 


Proposed  Alterations  in  the   Systematic  Teaching  at  the 

Hospital. 

On  the  eve  of  going  to  press  we  are  informed  that  several 
alterations  are  contemplated  in  the  arrangements  for  clinical 
instruction  at  the  Hospital.  It  is  proposed  that  all  students 
during  the  first  six  months  of  their  Hospital  work  should 
be  required  to  attend  tutorial  classes,  in  which  elementary 
instruction  should  be  given  in  medicnl  and  surgical  nomen- 
clature, physical  diagnosis,  &c.  It  is  also  proposed  that 
they  should  attend  '^  case-taking "  classes  before  under- 
taking the  duties  of  clerks  and  dressers.  Classes  for  more 
advanced  students,  conducted  by  the  out-patient  staff,  are 
also  to  be  organised,  and  it  is  hoped  that  these  changes  and 
further  systematic  arrangements  may  tend  to  facilitate  the 
teaching  and  improve  the  attendance  in  the  wards. 
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A  HISTOEIGAL  SKETCH. 


By  JOHN  CURNOW,  M.D.,  F.R.C.P. 


PART  III. 

At  the  end  of  Part  II  (Vol.  II)  of  this  sketch  I  mentioned  the 
sad  death  of  Dr.  Todd,  at  the  age  of  fifty-one,  and  the  steps 
which  his  former  colleagues,  pupils,  and  friends  were  taking 
to  perpetuate  his  memory  in  connection  with  King^s  College 
and  King's  College  Hospital.  The  results  were  the  handsome 
statue  by  Noble,  placed  in  the  hail  of  the  Hospital,  and  the 
gift  to  the  College  of  £158  for  the  endowment  of  a  Todd 
prize  for  the  encouragement  of  those  attending  the  medical 
clinical  lectures  at  King's  College  Hospital.  It  consists  of 
a  bronze  medal  and  £4  4s.  in  books,  and  is  awarded  annually 
to  the  most  deserving  candidate  of  the  third  or  fourth  year 
students.  In  the  possession  of  the  College  there  is  a  striking 
portrait  of  Dr.  Todd,  painted  by  Mr.  (now  the  Reverend) 
Douglas  Y.  Blakiston  in  the  year  1860,  soon  after  death, 
and  presented  to  the  College  by  the  artist.  A  large 
number  of  Dr.  Todd's  medical  books  were  given  to  the 
library  by  his  widow,  and  they  are  marked  by  a  label  on  the 
inside  of  the  cover,  "  Presented  by  the  widow  of  Robert 
Bentley  Todd,  M.D.,  F.R.S.,  March,  1860." 
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This  graphic  account  of  his  death  was  given  in  the 
'  Lancet  '  of  February  4th,  1860  : — "  Summoned  into  Wales 
to  visit  Mr.  Crawshay,  the  eminent  ironfounder.  Dr.  Todd 
returned  to  Shrewsbury  on  Sunday  last,  where  he  was 
obliged  to  spend  the  night.  In  the  evening  an  attack  of 
vomiting  occurred,  and  a  quantity  of  blood  was  voided  from 
the  stomach.  Nevertheless,  with  characteristic  energy  he 
reached  town  by  an  early  train  on  Monday  morning,  and 
received  patients  as  usual,  although  feeling  far  from  well. 
Dr.  Liveing,  who  happened  to  call,  endeavoured  to  persuade 
him  to  give  up  his  afternoon  round  of  visits,  but  without 
success ;  and  just  as  Dr.  Todd  was  about  to  leave  his  house, 
a  fresh  attack  of  haematemesis  came  on,  and  he  was  removed 
to  bed.  Dr.  Watson,  Dr.  Latham,  Dr.  Armitage,  and  Mr. 
Bowman  were  immediately  sent  for,  and  hopes  were  at  first 
entertained  (contrary  to  the  patient's  own  opinion)  that  the 
attack  would  pass  off ;  these,  however,  proved  fallacious,  as 
the  haemorrhage  continued,  and  he  breathed  his  last  at  eight 
p.m.  on  Monday,  January  30th.  A  post-mortem  examina- 
tion, made  on  Tuesday  evening  by  Dr.  Beale  and  Mr.  John 
Wood,  revealed  immense  congestion  of,  and  haemorrhage  into, 
the  stomach,  duodenum,  and  ileum,  and  the  liver  presented 
appearances  of  advanced  cirrhosis.  The  kidneys  were  en- 
larged and  much  congested. '^  It  was  only  six  weeks  pre- 
viously that  he  had  delivered  his  farewell  lecture  to  his 
pupils  at  King's  College  Hospital,  inculcating  in  his  clear 
and  decided  manner  his  views  on  clinical  teaching. 

Dr.  Todd  was  a  man  who  must  be  judged  from  many 
standpoints, — personally,  as  a  physiologist,  a  physician,  a 
clinical  teacher,  and  the  unceasing  advocate  of  a  marked 
change  in  the  treatment  of  acute  disease  as  then  generally 
carried  out  by  his  contemporaries.  ^^  No  man  was  more  en- 
deared to  his  numerous  pupils,  and  for  no  one  will  more 
genuine  grief  be  felt.  ...  As  a  physiologist  Dr.  Todd 
was  a  teacher,  an  editor,  and  an  author.  As  a  lecturer,  he 
was  smooth,  simple,  and  lucid.  He  seldom  used  any  notes, 
and  then  the  slenderest  possible.  He  went  smoothly  on  from 
beginning  to  end,  and  charmed  his  class  into  an  irresistible 
attention.  His  teaching  was  eminently  demonstrative ;  he 
availed   himself    largely   of  diagrams   and  specimens.      His 


ROBERT  BENTLEY  TODD,  M.D. 


FROM    A    DAGTJERROTYPE    IN    THE    POSSESSION    OF    THE 
AUTHOR. 


King's  College  and  King's  College  Hospital.  3 

pliraseology,  which  was  always  appropriate,  was  simple  to  a 
degree  ;  it  was  free  alike  from  the  affectation  of  ornament  and 
the  affectation  of  a  severe  exactness  ;  it  had  the  advantage  of 
never  attracting  attention  from  the  subject ;  he  used  language 
in  its  best  way — as  the  unthought-of  vehicle  of  his  thoughts. 
One  great  value  of  Dr.  Todd^s  physiological  teaching  was 
that  it  was  eminently  practical  ;  he  was  continually  making 
practical  application  of  the  truths  he  was  enunciating,  and 
in  this  way  his  avocations  as  a  physician  exercised  a  reflected 
influence  on  his  teaching  as  a  physio! ogist.'^  He  was  a 
voluminous  writer  on  physiology,  for,  besides  his  work  on  the 
^Anatomy  of  the  Brain,'  and.  his  numerous  articles  in  the 
'  Cyclopasdia  of  Anatomy  and  Physiology,'  edited  by  Todd 
and  his  old  pupil  Bowman,  their  work  on  the  ^Physiological 
Anatomyand  Physiology  of  Man'not  onlybecame  thestandard 
text-book  of  the  day,  but  gave  a  much-needed  impetus  to  a 
proper  teaching  of  physiology  and  minute  anatomy.  As  a 
clinical  teacher  and  a  practical  physician  we  shall  best  judge 
of  his  merits  if  we  consider  his  own  views  as  laid  down  in  his 
'  Clinical  Lectures,'  re-edited  by  his  pupil,  Professor  Lionel 
Beale. 

Every  one  testifies  to c  the  enthusiasm  he  created  among 
his  pupils;  and  the  work  performed  by  his  clinical  clerks,  as 
shown  in  his  clinical  lectures,  and  the  study  of  those 
lectures,  sufficiently  prove  his  pre-eminence.  Hence,  to  me, 
Todd,  Graves,  and  Trousseau  are  the  greatest  clinical 
teachers  of  the  century.  But  no  estimate  of  Todd  would  be 
complete  without  a  reference  to  the  views  on  the  treatment 
of  acute  diseases  which  he  promulgated  with  so  much 
vigour,  and  which  were  published  in  his  clinical  lectures 
during  the  interval  which  elapsed  between  his  death  and 
the  day  on  which  his  funeral  took  place.  These  views  are 
embodied  in  the  following  propositions  : 

"  1.  That  the  notion  so  long  prevalent  in  the  schools,  that 
acute  disease  can  be  prevented  or  cured  by  means  which 
depress  and  reduce  vital  and  nervous  power,  is  altogether 
fallacious. 

'^2.  That  acute  disease  is  not  curable  by  the  direct 
influence  of  any  form  of  drug  or  any  known  remedial  agent, 
excepting  when  it  is  capable  of  acting  as  an  antidote,  or  of 
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neutralising   a   poison,    on    the   presence    of    which    in    the 
system  the  disease  may  depend  (materies  morhi), 

'^  3.  That  the  disease  is  cured  by  natural  processes,  to 
promote  which,  in  their  full  vigour,  vital  power  must  be 
upheld.  Remedies,  whether  in  the  shape  of  drugs,  which 
exercise  a  special  physiological  influence  on  the  system,  or 
in  whatever  form,  are  useful  only  so  far  as  they  may  excite, 
assist,  or  promote  these  natural  curative  processes. 

"  4.  That  it  should  be  the  aim  of  the  physician  (after  he 
has  sedulously  studied  the  clinical  history  of  disease  and 
made  himself  master  of  its  diagnosis)  to  inquire  minutely 
into  the  intimate  nature  of  these  curative  processes — their 
physiology,  so  to  speak,  to  discover  the  best  means  of 
assisting  them,  to  search  for  antidotes  to  morbid  poisons, 
and  to  ascertain  the  best  and  most  convenient  means  of 
upholding  vital  power.'' 

Dr.  Todd  did  not  believe  in  the  change  of  type  of  disease 
which  was  put  forward  by  many  writers  as  the  explanation 
of  the  success  of  the  altered  treatment. 

I  have  occupied  so  much  space  with  the  history  of  this  great 
man  because  it  was  mainly  to  his  endeavours  that  King's 
College  Hospital  owes  its  existence,  and  the  influence  of  his 
teaching  still  hovers  about  its  medical  wards.  Our  judgment 
is  not  likely  to  agree  with  that  of  a  contemporary  reviewer  : 
"We  fear  that  Dr.  Todd's  writings  will  convince  few  members 
of  the  profession,  except  those  who  may  have  imbibed  their 
first  notions  of  what  is  right  or  wrong  under  his  tuition,  that 
antiphlogistic  remedies  are  in  all  cases  so  utterly  worthless, 
nay,  positively  injurious,  as  he  would  have  us  believe."  If 
Dr.  Todd  used  alcohol  very  freely  in  acute  diseases,  he 
sounded  the  death-knell  of  their  routine  antiphlogistic  treat- 
ment by  bleeding,  calomel,  tartar  emetic,  opium,  &c.  On 
this  point  one  of  his  most  eminent  pupils  has  written,  "  Now 
some  have  fallen  into  the  error  of  supposing  that  Dr.  Todd 
ordered  large  quantities  of  stimulants  in  every  case.  He 
has  been  accused  of  giving  brandy  in  a  routine  manner. 
But  it  was-  a  ^rave  mistake  to  conclude  that  he  did  so. 
Mild  cases  of  fever  and  inflammation  were  treated  by  him 
without  stimulants  altogether,  or  with  very  moderate  quan- 
tities.     But  as  Dr.  Todd  was  naturally  desirous  of  treating 
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as  many  despei-ate  cases  as  possible,  a  very  large  number  of 
the  worst  forms  of  acute  disease  admitted  into  the  hospital 
were  placed  under  his  care/' 

In  1862  Dr.  George  Budd  resigned  the  Professorship  of 
the  Principles  and  Practice  of  Medicines  after  a  service  of 
twenty-two  years,  and  at  bhe  same  time  retired  from  the 
office  of  Physician  to  the  Hospital,  and  was  succeeded  by 
Dr.  George  Johnson,  who  then  vacated  the  Professorship  of 
Materia  Medica  and  Therapeutics.  This  professorship  was 
offered  to  Dr.  A.  B.  Garrod,  of  University  College,  who 
accepted  it,  and  he  was  also  appointed  Physician  to  In- 
patients at  King's  College  Hospital,  taking  a  share  in  the 
clinical  teaching.  In  1862  Mr.  Bowman  resigned  the  office 
of  Surgeon  after  six  years'  service,  and  thus  terminated  his 
active  connection  with  the  College  and  Hospital,  which  had 
been  of  twenty-five  years'  standing.  His  vacancy  was  not 
filled  up,  and  the  surgical  beds  were  divided  between  Pro- 
fessors Partridge  and  Fergusson.  On  January  1st,  1863, 
Dr.  Arthur  Farre,  also  from  stress  of  private  work,  was 
obliged  to  resign  the  chair  of  Midwifery  and  of  Diseases  of 
Women  and  Children,  together  with  the  appointments  of 
Physician  for  those  diseases  and  Physician-Accoucheur,  and 
he  was  succeeded  in  these  offices  by  Dr.  W.  0.  Priestley. 
The  appointment  of  Dr.  Priestley  to  succeed  Dr.  Arthur 
Farre  was  immediately  followed  by  the  resignation  of  the  two 
Assistant  Physicians  for  Diseases  of  Women  and  Children, 
Drs.  Meadows  and  Tanner,  who  had  been  candidates  for  the 
higher  office,  and  Dr.  W.  S.  Play  fair  and  Mr.  E.  E.  Day 
were  appointed  in  their  stead.  Mr.  Henry  Lee  had  already 
in  July,  1861,  resigned  the  Surgeoncy  to  the  Out-patients  on 
his  taking  office  at  St.  George's  Hospital,  so  that  on  Dr.  John 
Harley's  being  appointed  in  October  to  succeed  Dr.  Edmund 
Symes  Thompson  a  complete  remodelling  of  the  Hospital 
staff  had  taken  place  by  the  end  of  the  year  1863.  It  now 
consisted  of  Richard  Partridge  and  William  Fergusson  as 
Surgeons ;  George  Johnson,  Lionel  Smith  Beale,  and  Alfred 
Baring  Garrod  as  Physicians ;  William  Overend  Priestley, 
Physician  forDiseases  of  Women  and  Children  and  Physician- 
Accoucheur  ;  John  Wood,  Henry  Smith,  Francis  Mason,  and 
William  Speucer  Watson   as   Assistant   Surgeons  ;   Conway 
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Evans,  Alfred  Baynard  Duffin,  Edward  Liveing,   and   John 
Harley  as  Assistant  Physicians;  and  William  Smoult  Play  fair 
and  Edwin  Edmund  Day  as  Assistant  Physicians  for  Diseases 
of  Women  and  Children  :    Mr.  Samuel  Cartwright  was  the 
Surgeon  Dentist.     In  1860  a  Pathological  Registrarship  for 
undertaking  the  duties  of  making  post-mortem  examinations 
and  of  registering  the  results  had  been  instituted,  and   Dr. 
Arthur  Julius  Pollock,  who  was  also  appointed   Curator  of 
the  Museum,  was  the  first  holder  of   the    office.     In  1863 
Medical   and   Surgical   Registrars  were  also  appointed  for 
registering  and  publishing  the  records  of  the  medical  and 
surgical  cases  in  the  wards  of  the  Hospital,  and  Drs.  Morris 
Tonge  and  William  Fairlie  Clarke  were  respectively  selected 
for  these   offices.     In  the    same   year  Mr.   Robert  William 
Dunn  was  appointed   the  first  Vaccinator  at  the  Hospital. 
The  year  1863  was  thus  the  most  critical  in  the  history  of 
the  Medical  School   of  King's  College   and  King^s  College 
Hospital.      Dr.  Edward  Liveing  resigned  in   1864,  and  the 
vacancy  was  not  filled.   The  death  of  Todd  and  the  resigna- 
tions of  Bowman,  Budd,  and  Farre  were  very  severely  felt, 
and  the  changes  in  the  out-patient  staff  had  not  compensated 
for  the  loss  of  those  who  had  resigned,  and  whose  grievances 
were  ever  present  in  their  minds  and  the   minds   of  their 
numerous  friends  and  fellow-students.      Already  a  doubt  of 
the  wisdom   of  the   policy   of  the    Council   in   making  the 
out-patient    appointments    temporary   had    begun    to  show 
itself    among    the    members    of    the    Medical   Board   (then 
composed   only  of  the  professors  of  the  Medical   Faculty), 
for  in  February,  1863,  it  was  resolved — "  That  in  the  opinion 
of    this   Board    the  present    custom    of    having    temporary 
assistant    physicians   and    assistant   surgeons   is   prejudicial 
to   the  interests   of   the  Hospital  and  medical  department 
of  the   College,   vexatious  to  the  feelings,  and  injurious  to 
the   prospects    of   the   gentlemen  who  hold  these    appoint- 
ments,   contrary    to    the   usage    which    obtains  in  all    the 
principal   civil   hospitals   in  England,    and  in  opposition  to 
the  best   professional  views  of    the  highest  efficiency   of  a 
hospital  staff. ^'      On  March  11th  this  resolution  was  recon- 
sidered  and    the   following  was    carried  :    "  That   it  is  not 
desirable  to  interfere    with   the   system   of    appointing   the 
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Assistant  Physicians  and  Surgeons  which  was  established 
by  the  Council  in  the  year  1856/^  In  1863,  also.  Professor 
Priestley  suffered  from  a  severe  attack  of  diphtheria,  and  Dr. 
Charles  West  delivered  the  course  of  lectures  on  midwifery 
for  him,  and  was  afterwards  given  a  complimentary  dinner 
by  the  medical  professors  in  recognition  of  his  kind  services 
in  so  doing.  He  was  elected  an  Honorary  Fellow  in  the 
next  year.  ^  In  the  same  year  Mr.  Kobert  Henry  Grant 
Tritton  succeeded  Mr.  Rees  Lewis  as  Medical  Librarian. 

In  April,  1863,  the  Council  of  King^s  College  published 
this  interesting  statement  as  to  the  Hospital : 

1.  That  it  stands  in  the  midst  of  the  densely  crowded 
district  lying  between  Holborn  and  the  Strand,  and  there- 
fore in  the  very  heart  of  the  metropolis. 

2.  That  the  large  parish  of  St.  Clement  Danes,  and  the 
parishes  immediatel}^  adjoining,  with  their  400,000  in- 
habitants, have  no  other  general  hospital  within  their  limits. 

3.  That  the  records  of  the  hospital,  which  are  kept  with 
scrupulous  accuracy,  show  that  it  receives  patients,  in  large 
and  continually  increasing  numbers,  from  all  parts  of  London, 
from  the  suburban  districts,  and  from  the  country  all  round 
the  metropolis. 

4.  That,  though  the  Grovernors  and  subscribers  have  the 
privilege  of  recommending  patients,  both  in  and  out,  the 
institution  is  to  all  intents  and  purposes  a  free  hospital; 
since  all  accidents,  all  urgent  cases,  and  all  out-patients  are 
admitted  immediately,  without  any  letter  of  recommendation. 

5.  That  relief  was  given  in  1862  to  1626  in-patients,  to 
43,166  out-patients,  and  to  661  poor  married  women  at  their 
own  homes. 

6.  That  while  the  limited  number  of  beds  prevents  any 
very  important  increase  of  in-patients,  year  by  year  the 
number  of  the  out-patients  increases  largely.  In  1857  the 
numbers  were  26,736 ;  in  1862,  43,166. 

7.  That  no  London  hospital  affords  to  its  patients  a 
greater  quantity  of  space,  air,  and  light,  and  in  none  is  the 
ventilation  more  perfect. 

8.  That  the  nursing  of  the  sick   is  under  the  charge  by 

^  Dr.  Charles  West  has  died  whilst  these  pages  have  been  passing  through 
the  press  (March,  1898). 
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day  and  night  of  the  Lady  Superintendent  and  Sisters  ol 
St.  John's  House,  and  a  large  staff  of  most  competent 
nurses,  previously  trained  to  their  profession. 

9.  That  a  further  special  feature  of  the  Hospital  is  that 
ten  beds  are  set  apart,  under  the  auspices  of  Miss  Nightingale 
and  at  the  charge  of  the  Nightingale  Fund,  for  the  reception 
of  poor  married  women,  of  whom  97  were  confined  within 
the  Hospital  in  1862 ;  and  that  in  addition  to  the  direct 
benefit  thus  given  to  the  poor,  midwifery  nurs(  s  are  by  this 
means  specially  trained  for  the  important  object  of  attending 
married  women  at  their  own  homes  under  the  direction  of 
medical  men. 

10.  That  the  entire  cost  of  conducting  the  Hospital  cannot 
be  put  down  at  much  less  than  £8000  per  annum. 

11.  That  to  meet  this  regular  expenditure  the  Committee 
have  not  one  penny  of  funded  property  remaining  at  their 
disposal,  and  their  annual  subscriptions  only  amount  to  about 
£1800,  so  that  they  have  to  beg,  year  by  year,  for  every 
farthing  of  the  remainder. 

12.  That  notwithstanding  all  their  expenses,  the  debts  of 
the  Committee  were  only  £1697  Ss.  at  the  close  of  1862  ;  and 
these  have  since  been  paid  by  the  sale  of  the  last  remnant 
of  their  funded  property. 

13.  That  in  consequence  partly  of  extensive  alterations 
during  the  progress  of  the  building,  rendered  necessary  by 
the  new  nursing  arrangements  and  for  the  increased  comfort 
of  the  patients,  partly  from  expenses  which  could  not  from 
their  nature  be  included  in  the  contract,  and  partly  from 
circumstances  which  the  Committee  endeavoured,  but  un- 
successfully, to  control,  an  additional  debt  of  nearly  £9000 
has  been  incurred,  and  is  still  due,  for  completing  and 
furnishing  the  two  large  portions  of  the  new  Hospital  which 
are  already  opened. 

14.  That  the  above  sum  of  £9000,  together  with  the 
amount  necessary  for  the  current  expenses  of  1893,  con- 
stitute together  the  sum  of  £15,000,  which  the  Committee 
must  raise  during  the  present  year  if  the  doors  of  the 
Hospital  are  to  be  kept  open. 

The  following  list  of  parishes,  compiled  by  Dr.  Gruy,  shows 
where  the  patients  then  came  from  ; 
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St.  Clemeut  Danes  ;  St.  Giles ;  St.  Andrew^s  ;  St.  Mar- 
tin's, Bloomsbury ;  St.  Mary-le-Strand ;  St.  Paul,  Covent 
Garden  ;  Liberty  of  the  Rolls  ;  St.  Dunstan  and  the  Temple  ; 
St.  Anne,  Soho  ;  St.  Pancras  ;  St.  Bride's  and  Whitefriars  ; 
Clerkenwell  ;  Lambeth;  Westminster  parishes  ;  Marylebone  ; 
City  parishes,  various ;  Southwark ;  environs  of  London  ; 
rural  parishes  ;   parishes  unknown,  or  not  in  the  above  list. 

The  history  of  the  Medical  Department  of  King's  College 
and  King's  College  Hospital  in  1864  was  comparatively 
uneventful,  except  for  the  resignation  of  Dr.  Edward 
Liveing.  The  number  of  students  had  somewhat  dimin- 
ished, but  this  was  attributed  to  the  new  regulations  of 
the  examining  bodies  requiring  the  passing  of  a  preliminary 
examination  to  show  a  good  previous  education  in  medical 
students.  This  change  met  with  the  warm  approval  of  the 
authorities  of  the  College,  as  being  in  accordance  with  their 
own  views  as  shown  in  the  following  extract  from  an  ad- 
dress of  the  Council  on  the  opening  of  the  College  :  "  The 
Council  earnestly  recommend  that  those  who  have  it  in 
their  power  should  devote  themselves  for  some  time  to  the 
general  studies  of  the  College,  before  they  enter  upon  that 
course  of  instruction,  which  is  more  exclusively  pro- 
fessional." 


ALBUMINURIA   IN  CHILDREN. 
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During  the  last  winter  there  have  been  numerous  cases 
of  albuminuria  coming  under  observation,  and  although 
every  case  has  been  of  interest,  some  have  stood  out  more 
prominently  on  account  of  the  unusual  character  of  their 
symptoms,  or  on  account  of  some  special  feature  in  the 
course  of  the  disease.  Those  which  have  been  of  the 
greatest  interest  to  me  personally  have  been  cases  in  which 
albuminuria  has  arisen  as  one  of  the  prominent  symptoms 
in  connection  with  diseases  occurring  in  children,  and  it 
has  appeared  to  me  that  there  might  be  some  advantage  in 
considering  briefly  here  the  various  conditions  under  which 
this  symptom  may  arise  in  children,  together  with  the 
importance  of  the  symptom  both  as  a  sign  of  immediately 
impending  danger  and  as  a  forerunner  of  some  later  kidney 
trouble. 

In  the  two  cases  to  which  I  have  referred  the  amount  of 
albumen  was  large,  and  the  quantity  of  water  passed  was 
also  considerably  increased.  In  the  first  case,  a  boy 
aged  14  was  admitted  to  King^s  College  Hospital  in  the 
course  of  the  autumn.  Before  coming  into  the  hospital  he 
had  been  treated  for  a  supposed  attack  of  typhoid  fever, 
and  even  after  his  admission  the  symptoms  presented  were 
at  first  indefinite.  Later  he  developed  convulsions,  which 
occurred  with  suppression  of  urine,  and  after  the  excretion 
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was  re-established  the  urine  was  found  to  be  highly  charged 
with  blood  and  very  albuminous.  From  the  first  it  was 
noticed  that  the  boy  had  extensive  bedsores  over  the  lumbar 
region,  and  these  discharged  profusely  ;  the  bedsores  were 
very  deep,  and  even  in  spite  of  the  greatest  care  and  atten- 
tion the  boy  acquired  the  habit  of  pulling  off  the  dressings 
and  irritating  the  open  sores.  For  many  weeks  before  his 
death  the  features  of  the  case  became  markedly  altered  ; 
physical  signs  of  phthisis  developed  in  the  lung;  there 
was  rapid  emaciation,  and  for  some  time  the  lad  suffered 
from  profuse  diarrhoea,  passing  as  many  as  seven  or 
eight  liquid  motions  in  the  day.  As  the  water  became 
more  clear,  it  was  found  that  it  still  contained  a  large 
amount  of  albumen,  and,  so  long  as  it  could  be  measured, 
it  was  found  to  be  somewhat  in  excess  of  the  normal  daily 
quantity.  A  complication  which  gradually  developed  was 
great  increase  of  the  area  of  hepatic  dulness,  and  ultimately 
the  liver  could  be  felt  extending  far  below  the  costal  mar- 
gin. Its  surface  was  smooth  and  resistent,  the  edge  some- 
what rounded  and  thickened,  and  it  was  thought  that  we 
were  dealing  with  a  case  of  lardaceous  disease  affecting  not 
only  the  liver  and  spleen,  but  also  in  all  probability  the 
Malpighian  tufts  of  the  kidney  and  the  vessels  in  the  course 
of  the  intestine.  At  the  post-mortem  examination,  how- 
ever, it  was  found  that  the  enlarged  liver  was  syphilitic, 
and  no  lardaceous  changes  could  be  found  there.  The 
kidneys  presented  the  ordinary  appearances  of  chronic 
nephritis. 

This  case  may  be  compared  with  that  of  a  little  girl 
aged  7  years,  who  was  recently  admitted  to  tlie  Evelina 
Hospital.  In  this  child  there  is  little  doubt  that  we  are 
dealing  with  a  case  of  lardaceous  disease,  but  the  causation 
is  somewhat  more  evident,  since  this  child  has  had  for  five 
years  a  sinus  in  the  left  groin  which  has  been  discharging 
pus  freely,  and  appears  to  be  in  the  ordinary  position  of  a 
psoas  abscess.  Four  years  ago  she  had  an  attack  of  scarlet 
fever,  which  was  followed  by  dropsy.  For  the  last  twelve 
months  there  has  also  been  another  sinus  in  the  right 
lumbo-sacral  region,  from  which  a  fair  quantity  of  pus 
appears    to    have    been    discharged.      Probes     passed    into 
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these  sinuses  in  both  cases  appear  to  travel  towards  the 
spinal  column,  and  there  is  little  doubt  that  they  both 
originate  in  caries  of  the  spine,  in  all  probability  in  the 
lower  dorsal  region.  During  the  past  month  there  has 
been  gradually  increasing  oedema,  and  on  admission  tlie  legs 
were  found  to  be  extremely  oedematous  and  the  abdomen 
was  greatly  distended  with  fluid.  There  was  also  some 
oedema  of  the  face  and  of  the  upper  extremities ;  this, 
however,  subsided  when  she  had  been  propped  up  in  bed 
for  a  few  days.  For  the  relief  of  the  urgent  dyspnoea  the 
abdomen  was  tapped,  and  five  pints  of  clear  fluid  were 
removed.  When  the  abdominal  wall  was  relaxed  it  was 
found  that  the  liver  was  greatly  enlarged  and  smooth,  and 
that  the  edge  was  thickened  and  rounded  very  much,  as  in 
the  case  of  the  boy  in  King's  College  Hospital;  the  spleen 
was  also  greatly  enlarged.  The  urine  was  of  low  specific 
gravity,  1010  to  1012,  and  contained  a  fairly  large  amount 
of  albumen  and  no  blood. 

I  do  not  propose  here  dwelling  in  detail  upon  the  pro- 
bable causation  of  the  dropsy  and  ascites  in  this  case.  It 
may  be  sufficient  for  me  to  say  that  in  ordinary  cases  of 
lardaceous  disease  such  accumulations  of  fluid  are  rare  as 
the  result  of  obstruction  to  the  circulation  through  the 
liver,  and  that  therefore  in  this  case  the  cause  of  the 
oedema  and  ascites  must  consist  in  some  obstruction  to 
venous  circulation  independently  of  the  hepatic  changes. 
These  two  cases  are,  however,  fairly  typical  of  forms  of 
albuminuria  which  are  perhaps  more  frequent  in  children 
than  in  adults,  and  it  may  therefore  be  of  interest  to 
consider  here  to  what  extent  this  symptom  of  albuminuria 
possesses  a  different  significance  when  occurring  in  children, 
to  that  presented  when  it  occurs  in  adults. 

I  think,  perhaps,  we  are  too  much  in  the  habit  of  con- 
sidering that  acute  nephritis,  especially  that  foim  which  is 
consecutive  to  scarlet  fever,  is  a  disease  of  childhood,  while 
chronic  nephritis  and  cirrhosis  of  the  kidney  are  diseases  of 
adult  life;  and  when  thinking  of  forms  of  functional  albu- 
minuria, we  are  perhaps  apt  to  lay  too  much  stress  upon  the 
frequency  with  which  the  condition  arises  at  the  time  of 
adolescence,  so  that  we  may  lose  sight  of  the  numerous  con- 
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ditions  in  childhood  which  are  fissociated  with  albuminuria. 
Thus,  for  example,  to  take  only  the  condition  of  congestive 
albuminuria,  which  in  adults  is  so  common  in  connection 
with  advanced  heart  disease  or  lung  disease ;  this  has  its 
exact  counterpart  in  childhood  in  the  form  of  albuminuria, 
which  may  so  often  be  seen  during  an  attack  of  whooping- 
cough.  The  congestive  origin  is  fairly  demonstrated  by 
the  dependence  of  this  symptom  on  the  frequency  of  the 
paroxysms  of  cough,  and  the  amount  of  albumen  wiJl  be 
found  to  vary  from  day  to  day  with  increasing  or  diminish- 
ing severity  of  the  paroxysmal  cough.  Albuminuria  in  this 
disease  is  practically  of  very  little  clinical  importance  except 
as  an  indication  of  what  is  really  self-evident.  Whenever 
paroxysms  of  cough  are  frequent  and  violent,  whenever  the 
temporary  arrest  of  respiration  leads  to  engorgement  of 
vessels  in  other  parts  of  the  body,  as  seen  in  the  sub- 
conjunctival hasmorrhages,  in  epistaxis  and  in  haemorrhage 
from  the  mouth,  then  the  symptom  of  albuminuria  is  likely 
to  arise  ;  but  as  the  cough  improves  the  condition  under- 
goes speedy  amelioration,  and  the  albumen  has  usually 
disappeared  entirely  long  before  the  patient  passes  from 
observation. 

Another  form  of  albuminuria  which  is  seen  very  com-^ 
monly  is  that  associated  with  febrile  conditions,  more  par- 
ticularly with  those  which  are  more  frequent  in  children 
than  in  adults. 

In  some  of  these  febrile  forms  of  albuminuria  the 
symptom  often  occurs  during  the  initial  rise  of  tempera* 
ture ;  thus,  for  example,  in  scarlet  fever  it  has  beell 
estimated  that  an  initial  form  of  albuminuria  occurs  in 
about  a  third  of  all  the  cases  during  the  first  week,  and 
this  initial  albuminuria  appears  mostly  to  be  associated  with 
either  severe  throat  symptoms,  or  else  with  very  high  tempe- 
rature. A  similar  febrile  albuminuria  has  been  observed 
in  connection  with  ordinary  acute  tonsillitis,  and  more 
rarely  with  measles,  with  erysipelas  and  acute  rheumatism. 
These  forms  of  albuminuria  commonly  show  great  improve- 
ment with  improvement  of  other  symptoms,  and  they  have 
been  regarded  as  constituting  an  abortive  kind  of  acute 
nephritis,  which  under  less  favourable  circumstances  might 
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possibly  develop  into  acute  desquamative  nephritis.  Although 
the  term  febrile  albuminuria  has  been  employed,  there  is  very 
little  evidence  to  show  that  high  temperature  alone  is  a 
sufficient  exciting  cause,  since  frequently  cases  of  high 
fever  may  be  met  with  where  no  albumen  can  be  found,  in 
spite  of  frequent  careful  examination.  The  albuminuria  so 
commonly  seen  in  cases  of  diphtheria — a  disease  which 
undoubtedly  depends  upon  the  presence  of  a  specific 
organism — has  suggested  that  a  form  of  renal  inflammation 
might  be  recognised  under  the  name  of  tojx^ic  nephritis. 
Although  this  term  would  be  a  great  convenience,  it  does 
not  appear  to  be  wholly  satisfactory  for  all  coses  of 
so-called  febrile  albuminuria,  since  it  in  no  way  explains 
the  absence  of  albuminuria  in  numerous  cases  of  diphtheria, 
scarlet  fever,  and  many  other  infectious  diseases.  So  far 
as  the  relationship  to  acute  nephritis  is  concerned,  one  feels 
fairly  certain  that  the  diphtheritic  albuminuria  does  not 
lead  to  the  establishment  of  permanent  renal  changes.  The: 
symptom  in  this  disease  is  one  which,  although  associated 
with  other  dangerous  conditions  during  the  height  of  the 
attack,  yet  appears  to  pass  off  completely  as  the  urgency  of 
the  diphtheritic  symptoms  subsides.  In  exceptional  cases 
of  albuminuria  with  diphtheria  the  symptom  may  persist 
for  weeks  or  even  months,  but  it  never,  so  far  as  my 
experience  goes,  appears  to  form  a  foundation  for  chronic 
nephritis.  In  fact,  as  I  have  pointed  out  elsewhere,  albu- 
minuria in  diphtheria  may  in  a  large  majority  of  cases  be 
almost  disregarded,  although  when  the  quantity  is  very 
great  it  is  usually  associated  with  other  urgent  symptoms, 
and  thus  may  be  taken  as  an  indication  of  the  gravity  of  the 
case,  even  though  there  is  no  danger  to  be  apprehended 
from  renal  complications. 

As  with  adults,  it  is  necessary  to  recognise  a  form  of 
digestive  albuminuria  in  children.  This  is  a  form  which 
appears  to  be  largely  dependent  upon  abnormalities  of 
digestion  and  excretion.  It  is  by  no  means  infrequent  to 
find  traces  of  albumen  in  urine,  which  is  highly  concen- 
trated and  contains  an  excess  of  urates  or  oxalates ;  but 
this  form  of  albuminuria  is  so  easily  recognised  and  treated, 
that  it  scarcely  calls  for  further  attention.      More  important 
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is  the  persistence  of  albuminuria  with  a  varying  amount  of 
pus,  since  this  condition  may  arise  either  as  an  indication  of 
a  tubercular  process  affecting  the  pelvis  of  the  kidney,  or  as 
a  symptom  in  the  course  of  chronic  pyelitis  or  pyonephrosis 
originating  in  the  irritation  of  a  renal  calculus.  I  have  met 
with  several  examples  of  both  of  these  conditions,  and  in 
both  the  diagnosis  has  been  one  of  extreme  difficulty, 
although  the  irritation  due  to  a  calculus  might  be  inferred 
with  occasional  attacks  of  renal  colic,  or  with  the  occurrence 
of  haematuria. 

With  regard  to  the  prognosis  of  cases  of  albuminuria  other 
than  those  of  acute  nephritis,  the  interest  resolves  itself  into  a 
question  of  the  immediate  or  the  remote  danger  of  the  indi- 
vidual. Cases  of  lardaceous  disease  are  necessarily  dangerous, 
although  the  severity  of  the  prognosis  may,  to  some  extent,  de- 
pend upon  the  cause  of  the  lardaceous  change.  If  this  can  be 
adequately  dealt  with  by  surgical  measures  so  as  to  arrest 
the  further  formation  of  pus  and  the  further  infection  of 
the  individual,  the  prognosis  becomes  less  gloomy,  since  the 
change  in  the  kidney  does  not  affect  all  the  Malpighian 
tut'ts  to  the  same  extent  ;  and  even  in  cases  which  have 
proved  fatal  it  is  rare  to  find  that  the  process  involves  all 
the  Malpighian  tufts ;  this  explains  exceptional  cases  in 
which  recovery  has  taken  place  after  appropriate  surgical 
treatment.  As  to  the  other  conditions  above  mentioned  the 
albuminuria  does  not  appear  to  influence  the  prognosis  in 
whooping-cough,  nor  in  the  majority  of  the  febrile  con- 
ditions, although  in  diphtheria,  when  the  amount  of  albumen 
is  large,  it  is  an  indication  with  the  association  of  other 
severe  symptoms  ;  but  in  all  the  febrile  cases,  with  the  ex- 
ception of  chicken-pox,  there  is  general  agreement  that 
neither  acute  nor  chronic  nephritis  is  to  be  feared.  The  unim- 
portance of  the  symptom  in  whooping-cough  and  in  digestive 
forms  of  albuminuria  has  already  been  fully  dealt  with  ; 
while  for  the  forms  associated  with  pyelitis  or  calculus  the 
prognosis  depends  upon  the  cause,  and  cannot  be  measured 
by  the  amount  of  albumen. 

The  forms  of  albuminuria  above  mentioned  do  not  call 
for  any  detailed  description  of  treatment,  since  in  the 
majority  of  cases  the  symptom  is  comparatively  unimportant, 
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except  in  so  far  as  it  throws  light  on  the  severity  of  other 
symptoms.  Practically,  in  all  the  cases  which  have  been 
mentioned  the  treatment  of  the  cause  is  that  which  is  to 
be  followed.  These  are  not  cases  in  which  it  is  possible 
to  influence  the  amount  of  albumen  by  any  remedial 
measures  which  do  not  attack  the  primary  cause  of  the 
condition.  It  is  perfectly  obvious,  for  example,  that  with 
lardaceous  disease,  even  though  a  large  amount  of  albumen 
may  be  lost,  there  is  yet  but  little  to  be  gained  by  measures 
primarily  directed  to  reducing  this  amount. 

In  lardaceous  disease  the  possibility  of  surgical  treatment 
has  always  to  be  considered,  and  in  favourable  cases  this 
may  be  followed  by  diminution  in  the  amount  of  albumen 
and  restoration  of  the  urine  to  more  normal  conditions.  In 
whooping-cough,  while  the  symptom  is  not  one  to  be  ignored, 
it  affords  an  indication  for  adopting  measures  calculated  to 
restrain  the  frequency  and  violence  of  the  cough  ;  while  in 
the  febrile  conditions  it  may  at  times  serve  as  an  additional 
cause  for  the  employment  of  antipyretic  measures  ;  and  of 
such  antipyretic  measures  the  chief  is  undoubtedly  the 
reduction  of  temperature  by  sponging  and  bathing  the 
surface,  rather  than  by  the  administration  of  members  of 
the  aniline  series.  In  many  cases  of  febrile  albuminuria 
such  measures  have  already  been  adopted  regardless  of  the 
albuminuria,  and  it  is  important  to  remember  that  these 
measures  will  diminish  the  symptom,  while  astringents  or 
antipyretics  might  possibly  increase  it. 

It  is  unnecessary  here  to  enter  into  details  concerning  the 
dietary  of  patients  with  oxaluric  or  lithaamic  albuminuria, 
iiince  these  in  no  way  differ  from  the  course  of  treatment 
adopted  in  the  case  of  adults.  When  the  symptom  of 
albuminuria  is  associated  with  pus  or  with  haamaturia, 
although  it  may  be  necessary  to  employ  anodynes  freely, 
the  question  of  surgical  interference  must  sooner  or  later 
be  discussed. 
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NOTES    ON    APPENDICITIS. 


By  albert  CAELESS,  M.S.,  F.R.C.S. 


During  the  last  few  years  so  many  cases  of  appendicitis 
have  come  under  my  notice  that  it  seems  desirable  to  add 
here  a  few  remarks  on  the  subject,,  gathering  together  some 
of  the  more  important  facts  that  have  been  forced  on  one's 
attention,  and  endeavouring  to  define  one's  position  as  to 
the  vexed  question  of  treatment. 

Not  long  ago  the  very  name  of  appendicitis  was  unknown 
in  surgical  text-books ;  typhlitis,  perityphlitis,  and  pera- 
typhlitis  were  described  in  works  on  medicine,  but  the 
true  characters  of  the  affection  were  but  little  studied.  At 
the  present  time  there  seems  no  reasonable  objection  to  the 
new  terminology,  since  there  is  but  little  doubt  that  the 
appendix  is  primarily  at  fault  in  the  great  majority  of  these 
cases.  One  does  not  in  the  least  question  that  true  typhlitis 
exists,  and  that  it  may  lead  to  a  series  of  complications, 
included  under  the  name  perityphlitis,  almost  identical  with 
those  arising  in  appendicitis,  but  the  number  of  these  cases 
is  comparatively  small. 

It  is  extremely  difficult  to  gain  any  idea  as  to  the 
frequency  of  this  affection,  but  that  it  is  extremely  common 
cannot  be  called  in  question.  Tofft,  of  Copenhagen,  stated 
some  years  back  that  he  had  found  evidences  of  its  previous 
existence  in  35  per  cent,  of  all  bodies  that  he  examined 
after    death.       The    conditions    that    lead    to    it    are    very 
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diverse,  but  it  is  evident  that  the  old  idea  that  assigned  as 
its  chief  cause  the  presence  of  orange  pips,  grape  stones, 
or  other  foreign  bodies  must  be  entirely  discarded.  It  is 
only  in  a  comparatively  small  proportion  of  cases  that 
concretions  are  found ;  earlier  writers  stated  that  they  were 
present  in  nearly  50  per  cent.,  but  this  is  much  too  high  a 
calculation ;  Murphy  and  Treves  both  suggest  about  30  per 
cent.,  but  to  my  mind  even  this  is  too  large  a  figure.  These 
concretions  are  rounded  ovoid  bodies,  rarely  exceeding 
three  quarters  of  an  inch  in  diameter  in  their  longest  axis ; 
they  are  usually  laminated,  showing  that  they  have  been  old 
inhabitants  of  the  appendix ;  they  are  formed  of  inspissated 
faecal  material,  held  together  by  mucus,  and  often  with  a 
considerable  addition  of  phosphate  of  lime.  Occasionally  a 
small  foreign  substance  such  as  a  grape  pip  forms  the 
nucleus.  It  must  not  be  forgotten,  however,  that  even  if 
one  grants  the  existence  of  a  foreign  body  in  the  appendix, 
we  have  still  to  explain  why  it  leads  to  an  outbreak  of 
inflammation  when  it  has  lain  in  this  situation  for  so  long. 
Possibly  the  final  attack  is  due  to  its  gradual  increase  in  size, 
leading  to  pressure  atrophy  of  the  walls,  or  probably  some 
other  factor  has  to  come  into  play. 

I  have  been  much  impressed  of  late  with  the  role  that  is 
attributed  to  injudicious  movements,  strains,  twists,  &c., 
and  to  my  mind  mechanical  conditions  play  a  much  greater 
part  in  the  aetiology  of  appendicitis  than  has  hitherto  been 
assigned  to  them.  Fitz,  who  has  investigated  this  subject 
statistically,  assigns  about  10  per  cent,  of  the  cases  to  this 
cause,  and  Treves,  commenting  on  these  figures,  states  that 
he  thinks  them  too  high.  My  own  cases  have  been,  I  fear, 
too  few  to  warrant  any  statistical  statement ;  but  certainly 
in  a  considerable  proportion  injury  or  some  injudicious 
exercise  had  been  present  immediately  before  the  attack, 
and  might  certainly  have  been  an  important  accessory. 
Thus  I  saw  last  summer  at  Ramsgate,  with  Dr.  Parker  of 
Rickmansworth,  an  architect  who  had  been  in  bad  health 
for  some  time,  in  consequence  of  dyspepsia  and  general 
asthenia;  he  had  enjoyed  a  heavy  meal  of  new  bread  and 
apples,  and  then  proceeded  to  take  part  in  a  display  of 
agility,  consisting  in  jumping  over  chairs,  forms,  &c.,  and 
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tlie  same  night  a  severe  attack  of  appendicitis  started.  The 
ingesta  to  which  the  outbreak  might  have  been  attributed 
could  scarcely  have  had  time  to  bring  it  about.  Certainly 
the  effect  of  mechanical  influences  in  determining  relapses 
cannot  be  gainsaid;  as  a  result  of  the  first  attack  the 
appendix  becomes  bound  down,  probably  at  its  apex,  to 
some  of  the  surrounding  tissues,  and  the  result  of  sudden 
exertion  may  be  to  stretch  or  tear  these.  This  is  par- 
ticularly likely  to  follow  if  the  appendix  is  placed  posteriorly 
and  contracts  adhesions  to  the  fascia  over  the  psoas  muscle. 

The  structure  and  position  of  the  process  also  lay  it  open 
to  inflammation  from  very  slight  causes.  It  is  a  degenerate 
organ,  having  practically  no  function  in  man,  and  being 
apparently  of  no  use.  It  has,  therefore,  a  very  small  blood 
supply,  derived  in  the  male  sex  from  one  single  twig  of  the 
ileo-colic  artery ;  in  the  female  there  is  a  small  additional 
supply  from  the  right  ovarian  trunk,  and  it  is  possible  that 
this  may  explain  the  fact  that  appendicitis  is  nearly  four 
times  as  common  in  men  as  in  women.  Then,  again,  the 
appendix  is  entirely  surrounded  with  peritoneum,  being 
attached  to  the  caecum  by  a  definite  mesentery  or  meso- 
appendix,  and  hence  it  is  freely  moveable.  Its  length  varies 
considerably,  but  in  all  the  cases  that  I  have  operated  on  it 
was  long,  at  least  three  or  four  iuches,  and  thus  its  mobility 
and  length  permit  of  its  being  doubled  over  or  displaced  in 
such  a  way  as  to  cause  it  to  kink,  or  to  lead  to  obstruction 
of  the  nutrient  artery.  In  furtherance  of  this  idea,  the 
fact  may  be  mentioned  that  one  usually  finds  the  appendix 
on  operation  doubled  on  itself,  any  perforation  present  being 
located  either  at  the  convexity  of  the  kink,  or  at  the  tip, 
the  spot  one  would  expect  to  atrophy  if  the  nutrient  vessel 
were  obstructed. 

In  all  probability  the  direction  taken  by  the  appendix  is 
an  important  aetiological  factor,  since  if  it  is  directed  down- 
wards and  backwards,  it  is  much  more  likely  that  fascal 
material  will  find  its  way  into  it ;  certainly  the  impression 
received  by  me  from  the  operations  that  I  have  undertaken 
and  seen  is  that  the  appendix  is  usually  found  behind  the 
caecum  and  directed  more  or  less  downwards.  The  Bacillus 
coli  is  a  constant  inhabitant  of   this  cul-de-sac,   and   should 
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the  communication  with  the  intestine  become  obstructed  it 
is  easy  to  see  that  another  potent  predisposing  element  is 
added  to  the  picture. 

Turning  now  to  pathological  anatomy^   it   is  essential  to 
realise  that  the  trouble  is  from   the    first   of   an  infective 
nature,  due  to  the  migration  from  the  intestine  of  organisms, 
prominent  amongst  which  is  the  Bac.  coli  communis.    Not  un- 
frequently  ordinary  streptococci  are  also  present  in  the  early 
stages,  but  it  has  been  shown  that  the  bacilli  usually  gain 
the  upper  hand  in  a  short  time,  and  unquestionably  in  cases 
that  come  to  operation  the  latter  organisms  make  their  pre- 
sence markedly  evident  by  the  penetrating  odour  of  the  pus. 
The  germs  attack  the  walls  of  the  appendix,  and  find  their 
way  into  the  abundant  lymphoid  tissue  present  in  the  submu- 
cous tissue;  there  they  develop,  and  possibly  an  intra-mural 
suppuration  is   the  result,  the  walls  becoming  yellow  from 
many  purulent  foci.      In  other  cases  ulceration  or  gangrene 
rather  than  suppuration  occurs,  and  then  the  peritoneum  is 
quickly  affected,  and  according  to  the  rapidity  and  virulence 
of  the  attack,  a  localised  or  diffuse  peritonitis  results.      It 
is   on    the  extent   of    the  peritoneal   complication  that  the 
prognosis  of  any  particular  attack   chiefly  turns,   and  from 
this  point  of  view  three  main  divisions  of  acute  appendicitis 
may  be  described :   (1)  that  associated  with  merely  a  plastic 
peritonitis,  leading  to  adhesions,  but  not  resulting  in  purulent 
infection  ;   (2)  that  in  which  a  localised    abscess  develops, 
which  is  always  primarily  intra-peritoneal,  and  limited  by  a 
zone  of  protective  adhesions;  and  (3)   that  accompanied  by 
an  acute  diffuse  peritonitis.      In  both  of  the  hitter  divisions 
the  appendix  is  likely  to  be  in   a  condition  of  ulceration, 
perforation,  or  gangrene. 

It  must  not  be  imagined,  however,  that  the  only  dangers 
of  this  affection  are  due  to  the  peritoneal  trouble.  A  very 
important  and  serious  element  exists  in  the  fact  that  the 
venous  system  is  occasionally  infected^  and  that  pyaemia 
may  result  therefrom.  The  venules  in  the  meso-appendix 
become  thrombosed,  either  by  direct  extension  from  the 
inflammatory  focus  in  the  walls  or  by  the  kinking  or  torsion 
of  the  process,  the  thrombus  being  secondarily  infected  from 
the  bowel.      Emboli  are  detached  from  this  and  carried  up 
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to  the  subdivisions  of  the  portal  vein  iu  the  liver_,  leading 
to  portal  vein  pyaemia  or  pylephlebitis,  as  evidenced  by 
high  fever  with  recurrent  rigors  aud  distinct  hepatic  teu- 
derness  ;  true  general  pyaemia  may  subsequently  develop. 
Another  venous  complication  that  may  arise  is  thrombosis 
in  the  iliac  veins^  leading  to  the  so-called  ^^  white  leg;^' 
this  is  probably  due  to  pressure  of  an  inflammatory  mass 
upon  the  venous  trunks  in  the  iliac  fossa.  In  addition  to 
all  these  phenomena  it  must  not  be  forgotten  that  toxaemic 
symptoms  of  a  marked  character  manifest  themselves,  and 
that  a  considerable  depreciation  of  the  general  powers 
quickly  ensues  from  this  cause,  and  may  render  an  opera- 
tion fatal  which,  undertaken  under  more  favorable  auspices, 
would  have  been  successful.  Some  months  back  I  was 
called  in  to  operate  on  a  young  lady  who  had  been 
allowed  to  remain  in  a  febrile  state  for  six  weeks  with 
a  large  abscess  in  the  iliac  fossa;  at  the  time  of  operation 
there  were  additional  symptoms  of  peritoneal  invasion,  but 
although  the  proceeding  was  a  simple  one,  and  the  abscess 
easily  found  and  opened,  yet  the  shock  was  sufficient  to 
produce  a  fatal  issue  from  cardiac  failure.  At  any  time 
during  the  preceding  six  weeks  an  operation  would  have 
been  justifiable  and  probably  successful,  but  the  condition 
of  general  asthenia  from  continued  toxic  poisoning  sufficed 
to  turn  the  balance  in  the  wrong  direction. 

Into  the  symptomatology  of  appendicitis  space  forbids  me 
to  enter  at  all  fully,  but  a  few  points  suggested  by  some  of 
my  cases  must  be  alluded  to.  The  general  features  of  an 
attack  are  sufficiently  well  known,  and  the  usual  clinical 
picture  is  very  characteristic.  The  sudden  onset  of  pain 
referred  to  the  right  iliac  fossa,  as  also  fever,  vomiting,  and 
constipation,  are  the  cardinal  phenomena.  On  careful  exa- 
mination patients  usually  refer  their  pain  to  what  is  now 
known  as  McBurney's  spot,  i.  e.  a  point  li  inches  inwards 
from  the  anterior  superior  iliac  spine  along  a  line  drawn 
from  it  to  the  umbilicus,  and  corresponding  with  fair  accuracy 
to  the  attachment  or  base  of  the  appendix.  The  pain  is 
increased  on  any  movements  of  the  abdominal  parietes,  and 
hence  the  right  leg  is  usually  kept  well  flexed,  and  the 
overlying  muscles  rigidly  contracted.      The  fever  necessarily. 
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varies  with  the  character  of  the  attack,  rarely  running  above 
101°  in  the  mild  cases  ;  in  an  acute  localised  abscess  the 
temperature  at  first  is  often  very  high,  but  it  is  not  at  all 
unusual  to  see  it  drop  in  a  few  days,  probably  as  a  result  of 
toxaemia;  in  patients  with  diffuse  peritonitis  there  is  frequently 
but  little  pyrexia,  the  temperature  not  rising  much  above 
101°.  On  palpation  one  frequently  finds  a  mass  occupying 
the  right  iliac  fossa,  which  consists  of  coils  of  intestine 
matted  together  over  and  around  the  inflamed  appendix.  It 
is  sometimes  tympanitic,  but  may  be  quite  dull.  The  outline 
of  this  mass  is  likely  to  be  blurred  and  indistinct  if  there  is 
much  concurrent  distension  of  the  small  intestine,  and  in 
cases  where  the  appendix  lies  behind  the  caecum  there  may 
be  neither  dulness  nor  tumour  to  be  detected. 

The  formation  of  an  abscess  is  not  necessarily  associated 
with  any  increase  either  of  the  local  or  of  the  general  dis- 
turbance, and  one  must  never  be  tempted  to  wait  for 
fluctuation  before  determining  as  to  the  necessity  of  an 
operation.  Thus  in  one  of  the  cases  I  have  already  alluded 
to,  the  patient  was  taken  ill  on  the  Friday  night ;  the  tem- 
perature was  high,  and  there  was  continuous  vomiting  and 
constipation.  He  was  carefully  treated,  and  when  I  saw 
him  on  the  following  Wednesday  the  temperature  had 
fallen  to  the  normal,  the  vomiting  had  ceased,  and  a  natural 
motion  had  been  passed.  The  abdomen  was  tense  and 
tympanitic,  but  not  particularly  tender ;  the  only  symptom 
that  caused  much  trouble  was  hiccough.  Naturally  one 
concluded  that  the  stress  of  the  inflammatory  mischief  was 
over,  and  that  the  distension  would  be  relieved  by  evacuation 
of  the  bowels.  This  was  undertaken  by  means  of  enemata 
and  calomel,  and  the  hiccough  ceased,  although  the  distension 
continued,  and  on  Saturday,  when  I  saw  him  again,  was  as 
marked  as  ever.  Operation  was  then  decided  on,  and  on 
raising  the  c^cum  from  its  bed  an  abscess  of  some  size  was 
found,  connected  with  a  kinked  and  perforated  appendix. 

The  direction  taken  by  the  pus  necessarily  varies  consider- 
ably with  the  position  of  the  appendix ;  if  it  is  situated  on 
the  anterior  aspect  of  the  caecum,  the  abscess  tends  to  point 
through  the  anterior  abdominal  wall,  causing  it  to  become 
red  and  ocdematous.      If,  however,  the  appendix  is  located 
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behind  the  cascum^  the  pus  may  remain  limited  to  one  o£  the 
pouches  behind  that  viscus^  or  if  allowed  to  collect  in  any 
quantity  may  burrow  in  several  directions.  Thus  it  may 
perforate  the  posterior  layer  of  serous  membrane^  and  get 
into  the  retro-peritoneal  tissue,  either  coming  to  the  surface 
just  above  the  iliac  crest,  or  travelling  up  behind  the 
peritoneum  to  point  below  the  ribs,  perhaps  on  the  opposite 
side  of  the  body,  or  even  getting  into  the  connective  tissue 
behind  and  above  the  liver,  constituting  a  subphrenic  abscess. 
One  other  fact  of  importance  must  be  remembered,  viz.  that 
a  retro-caecal  abscess  may  burrow  downwards  behind  the 
rectum  and  form  a  large  intra-pelvic  collection  of  pus, 
particularly  when  the  appendix  is  directed  inwards  and 
downwards,  as  is  so  commonly  the  case.  Under  these 
circumstances  pain  and  tenderness  can  be  detected  on  rectal 
examination,  and  this  means  of  investigation  should  never 
be  neglected.  In  one  of  my  patients  there  was  no  sign  of 
local  tenderness  on  examination  of  the  iliac  fossa,  but 
distinct  pain  was  elicited  on  making  a  high  rectal  examina- 
tion, and  on  operation  an  abscess  was  found  behind  the 
caecum,  and  tending  to  spread  downwards. 

Turning  now  to  the  subject  of  treatment,  one  is  at  once 
confronted  with  the  much  vexed  question  as  to  the  circum- 
stances under  which  operation  ought  to  be  undertaken.  On 
the  one  hand  there  is  the  extreme  American  school  which 
teaches  that  every  case  should  be  treated  actively  by  the 
surgeon  within  twenty-four  hours  of  the  onset,  and  on  the 
other  may  be  ranged  the  vast  proportion  of  British  practi- 
tioners who  still  persist  in  the  belief  that  operation  should 
only  be  performed  late  in  the  course  of  the  case,  and  when 
definite  suppuration  or  peritonitis  is  present.  There  is 
much  to  be  said  on  each  side,  and  facts  and  figures  could 
be  quoted  upholding  the  ideas  of  each  school  of  thought. 
Figures  are,  however,  proverbially  untrustworthy,  and 
readily  twisted  to  prove  anything.  The  subject  needs  to 
be  approached  without  bias,  and  exaggerations  on  each  side 
must  be  avoided.  Two  or  three  introductory  facts  must  ever 
be  kept  in  mind  : 

1.  There  is  a  considerable  proportion  of  cases  which  get 
perfectly    well    under    ordinary    medical    treatment.       We 


26  Notea  on  Appendicitis. 

grant  that   pointy   say  the   advocates  of   operation,   but   at 
what  risk  !  and  how  prone  these  cases  are  to  relapse  ! 

2.  The  statistics  of  cases  admitted  into  surgical  wards 
fur  operation  have  been  very  unsatisfactory,  the  mortality 
being  terribly  high.  This,  again,  must  be  admitted,  but 
the  explanation  is  not  far  to  seek.  The  high  mortality 
of  operations  for  appendicitis  is  due  to  surgical  assistance 
being  sought  too  late  ;  either  the  general  peritoneal  cavity 
has  been  infected  before  operation,  or  the  patient  is  so 
profoundly  poisoned  or  so  much  exhausted  by  the  preceding 
inflammatory  phenomena  that  the  shock  of  the  operation 
is  sufiicient  to  destroy  his  life. 

3.  When  acute  general  peritonitis  exists  there  can  be  no 
question  as  to  the  method  of  procedure  which  holds  out  the 
only  hope  of  cure,  viz.  operation,  but  unfortunately  the 
prognosis  here  is  only  too  unsatisfactory  ;  very  few  of  the 
patients  attacked  in  this  way  will  be  saved. 

4.  Another  important  point  to  remember  is  that  no  one 
can  exactly  anticipate  the  course  which  will  be  taken  by  any 
particular  attack.  All  the  different  types  start  very  mucb 
alike,  and  the  uncertainty  that  enshrouds  the  prognosis  is  one 
of  the  most  important  arguments  in  favour  of  early  and  active 
interference  ;  in  other  words,  the  surgeon  ought  to  operate 
whilst  the  disease  is  limited,  and  has  not  got  out  of  hand. 

Excluding,  therefore,  on  the  one  side  the  mild  cases  that 
only  require  medical  treatment,  and  on  the  other  those 
fulminating  cases  of  acute  peritonitis  which  are  certain  to 
be  fatal  apart  from  early  and  energetic  surgery,  and 
omitting  entirely  any  consideration  of  chronic  or  relapsing 
appendicitis,  there  still  remains  a  large  group  intermediate 
between  the  two  former,  characterised  by  well-marked  local 
and  general  phenomena,  the  outcome  of  which  is  always  a 
matter  of  anxiety.  It  is  in  these  patients  where  the  tempera- 
ture runs  high,  where  the  local  tenderness  is  excessive, 
where  vomiting  and  constipation  are  urgent,  and  perhaps  a 
distinct  swelling  forms  in  the  iliac  fossa,  that  surgery  is  so 
valuable  at  an  early  stage. 

The  considerations  that  have  led  me  to  take  up  a  definite 
position  in  favour  of  early  operation  are  very  numerous,  and 
some  of  them  have  been  already  alluded  to. 
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1.  One  can  never  be  certain  that  the  infection  of  the 
peritoneal  cavity  will  be  limited  to  the  neighbourhood  of  the 
appendix.  A  zone  of  strong  adhesions  may  develop,  but 
the  practitioner  can  never  be  quite  positive  as  to  this  point ; 
and  even  should  they  form,  it  is  always  on  the  cards  that 
they  are  incapable  of  checking  the  onward  progress  of  the 
infection.  Early  operation  and  removal  of  the  appendix 
will  in  careful  hands  prevent  any  such  catastrophe. 

2.  If  the  disease  is  allowed  to  run  on,  the  patient's 
general  condition  rapidly  depreciates  as  a  result  of  toxaemia  ; 
cardiac  failure  is  a  consequence  of  late  operation,  and  is 
probably  due  to  the  influence  of  the  toxines  on  the  heart 
muscle.  The  shock  produced  by  an  early  operation  is  com- 
paratively slight,  and  the  fact  that  several  American  surgeons 
have  been  able  to  publish  lists  of  hundreds  of  cases  operated 
on  early  with  a  mortality  well  below  5  per  cent.,  speaks 
eloquently  as  to  the  value  of  such  a  proceeding. 

3.  The  removal  of  the  appendix  is  always  a  desirable 
step  in  the  operatiou,  but  when  such  is  delayed  until  a  well- 
marked  abscess  has  formed,  removal  often  becomes  impos- 
sible. The  appendix  is  frequently  embedded  in  the  abscess 
walls,  and  even  if  found  its  walls  are  rotten  and  friable,  so 
that  in  some  cases  all  one  can  do  is  to  tear  it  away,  or 
perhaps  ligature  its  base,  at  the  same  time  expressing  a 
pious  hope  that  a  fsecal  fistula  may  not  follow.  Moreover, 
it  must  not  be  imagined  that  an  inflammatory  attack,  sufii- 
ciently  intense  to  cause  an  abscess,  is  always  capable  of 
determining  occlusion  of  the  appendix  and  a  consequent 
immunity  from  the  risks  of  recurrence.  It  has  been  shown 
by  Stimson  and  others  that  relapses  under  these  circum- 
stances can  nob  only  occur,  but  that  the  appendix  may  be 
found  free  from  adhesions  ;  and  certainly  in  oue  of  my  own 
cases  this  condition  was  present.  I  had  opened  an  acute 
appendix  abscess  in  a  wouian,  and  was  unable  to  find  and 
remove  the  process;  the  wound  was  allowed  to  heal  by 
granulation,  and  a  year  or  two  later  I  had  to  operate  again 
for  a  ventral  hernia  which  had  developed.  The  peritoneum 
was  opened,  and  I  took  the  opportunity  of  investigating  the 
state  of  affairs  in  the  iliac  fossa  ;  the  appendix  was  then 
found    free    from   adhesions,  but    thickened,    and    with  its 
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intestinal  end  stenosed ;  at  the  apex  was  a  bulbous  dilated 
portion  containing  offensive  mucoid  secretion,  which  was 
certain  sooner  or  later  to  have  lighted  up  another  attack. 

Early  operation  enables  one  to  remove  the  appendix  in 
almost  all  cases.  The  adhesions  present  are  slight,  and  are 
easily  separated  without  causing  much  bleeding  ;  the  matting 
of  the  parts  together  is  so  limited  that  one  can  readily  reach 
the  focus  of  the  mischief  ;  the  appendix  itself  is  usually  firm 
enough  to  enable  one  to  amputate  it  satisfactorily,  and  there- 
fore a  faecal  fistula  is  less  likely  to  form  ;  the  operation  need 
not  take  many  minutes,  and  hence  shock  is  minimised  ;  the 
incision  can  often  be  much  shorter,  and  the  wound,  even  if 
it  cannot  be  safely  closed  in  its  entirety,  need  not  be  left 
widely  open  for  the  removal  of  gauze  stufiing,  and  therefore 
the  risks  of  the  subsequent  development  of  a  ventral  hernia 
are  much  less.  Again,  relapses  are  entirely  prevented,  and 
the  necessary  limitation  of  diet  and  exercise,  which  is  such 
an  important  measure  after  the  cure  of  a  bad  attack  of 
appendicitis  by  medical  means  alone,  is  not  required.  The 
patient  is  left  quietly  in  bed  for  three  weeks  or  more,  accord- 
ing to  circumstances,  and  at  the  end  of  his  convalescence 
returns  to  his  ordinary  avocations  without  any  prolonged 
period  of  medical  supervision. 

It  must  be  clearly  understood,  however,  that  what  is 
meant  here  by  early  operation  is  a  proceeding  which  is 
more  nearly  akin  to  American  ideas  than  to  those  usually 
held  in  this  country.  Treves,  whose  reputation  in  this 
branch  of  abdominal  surgery  is  well  founded,  states  that  in 
his  opinion  operation,  though  justifiable  on  the  fifth  day,  is 
rarely  needed  during  the  first  week,  and  that  the  essential 
featui-e  in  this  treatment  consists  in  "  a  free  incision  down 
to  the  inflamed  area  as  soon  as  there  is  evidence  that 
suppuration  has  taken  place  "  (Clifford  AUbutt's  ^  System  of 
Medicine').  With  this  opinion  I  cannot  agree.  The  facts 
brought  forward  by  me  above  are  to  my  mind  quite  sufficient 
to  justify  the  surgeon  in  anticipating  suppuration,  and  I 
cannot  but  believe  that  a  more  frequent  recourse  to  opera- 
tive proceedings  would  diminish  the  death-rate  of  this  disease. 
Certainly  one  has  often  regretted  delay  in  treatment ;  I 
have  never  known  or  heard  of  a  case  where  one  could  be 
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blamed  for  operating  too  soon.  Hence  the  rule  of  treatment 
which  I  would  submit  as  justifiable  is  —  That  if  under 
suitable  medical  measures  the  condition  is  not  at  a  standstill 
or  actually  improving  at  the  end  of  forty-eight  hours,  operation 
should  he  undertaken.  Of  course  there  are  exceptions  to 
every  rule,  and  this  must  not  be  taken  as  a  rigid,  inflexible 
dogma  ;  exceptions  to  it  will  occur,  and  must  always  be 
allowed  for.  The  surgeon  under  these  circumstances  will 
not  wait  for  oedema  or  congestion  of  the  abdominal  wall,  or 
for  the  existence  of  fluctuation.  The  patient  when  first 
seen  is  put  to  bed  and  kept  absolutely  quiet.  If  constipation 
has  been  previously  well  marked,  an  enema  should  be  ad- 
ministered to  clear  away  irritating  material  from  the  lower 
bowel.  The  diet  is  restricted  to  fluids,  and  possibly  if 
vomiting  is  very  urgent  rectal  alimentation  may  be  needed. 
Hot  fomentations  should  be  applied  to  the  lower  part  of  the 
abdomen,  and  a  little  morphia  ordered.  This  treatment 
should  continue  for  forty-eight  hours,  unless  signs  of  general 
peritonitis  are  already  present ;  if  the  symptoms  persist  or 
are  becoming  aggravated  at  that  time,  operation  should  be 
resorted  to  without  hesitation.  As  particularly  bad  signs 
may  be  mentioned  (i)  a  rising  temperature,  (ii)  a  falling 
temperature  with  increased  rapidity  of  the  pulse,  indicating 
a  steadily  progressive  toxaemia,  and  (iii)  the  existence  of 
hiccough  or  fsecal  vomiting. 

As  to  the  details  of  the  operation,  space  forbids  me  to 
give  more  than  the  baldest  outlines.  The  best  incision 
is  an  oblique  one,  corresponding  to  the  fibres  of  the  external 
oblique,  and  located  nearly  parallel  to  Poupart^s  ligament  and 
above  its  outer  third  ;  it  should  pass  through  McBurney's 
spot.  The  abdominal  muscles  are  cleanly  divided,  and  the 
peritoneum  opened ;  the  greatest  care  should  be  taken  in  in- 
cising this  latter  structure,  as  the  caecum  may  be  intimately 
adherent  to  its  under  surface,  and  then  runs  considerable  risk 
of  being  injured.  In  some  cases  the  appendix  will  at  once 
present,  but  not  uncommonly  it  has  to  be  carefully  looked 
for.  Possibly  the  omentum  is  adherent  across  the  face  of 
the  csecum,  and  must  first  be  detached  or  divided.  The 
caecum  is  then  gently  lifted  from  its  bed,  and  the  appendix 
is  very  commonly  found  behind  it.      Some  assistance  may 
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be  gained  by  remembering  the  fact  that  the  three  bands  of 
longitudinal  muscle  fibres  converge  to  form  the  outer  mus- 
cular coat  of  the  appendix.  When  once  found  the  process 
is  freed  from  its  connections,  the  meso-appendix  being,  if  need 
be,  ligatured  and  divided.  Sometimes  all  one  can  do  is  to 
tie  the  base  of  the  appendix  with  a  silk  ligature ;  but  if 
practicable,  a  definite  amputation  should  be  undertaken. 
The  serous  and  muscular  coats  are  divided  by  a  circular 
incision  about  one  centimetre  from  the  caecum,  and  turned 
back  like  a  cuff  from  the  central  tube  of  mucous  membrane. 
This  is  then  ligatured,  divided,  and  purified  by  touching 
with  pure  carbolic  acid  ;  the  sero-muscular  cuff  is  then 
drawn  forwards  again  and  sutured  securely  over  the  divided 
mucous  membrane. 

The  question  of  drainage  cannot  be  treated  dogmatically  ; 
the  character  of  one's  practice  must  depend  upon  the  case. 
If  pus  has  been  present,  it  is  probably  wise  to  insert  a 
large  tube,  and  stuff  strips  of  gauze  into  the  interstices  of 
the  wound  around  it ;  but  if  suppuration  has  not  occurred, 
the  tube  may  be  dispensed  with,  and  merely  a  gauze  packing 
utilized,  the  amount  of  which  is  dependent  on  the  condition 
of  the  appendix  and  the  probable  extent  of  the  bacterial  in- 
vasion. The  closure  of  the  wound  will  also  vary  consider- 
ably ;  the  larger  the  amount  of  stuffing,  the  fewer  the 
stitches  which  are  inserted. 
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Syphilis  and  its  sequelae  are  so  widespread  and  fraught 
witli  such  immense  importance  to  the  community  at  large, 
that  I  feel  no  apology  can  be  needed  for  the  title  of  this 
paper. 

It  is  to  Mr.  Jonathan  Hutchinson  that  we  owe  the  famous 
aphorism,  ^^  Syphilis  is  an  imitator ;  "  to  which  I  would  ask 
permission  to  add  a  truism  which  I  fear  is  often  lost  sight 
of,  '^  nevertheless  it  is  a  clinical  entity  and  not  merely  a 
predisposing  cause  to  other  disease.'^  By  this  I  do  not  in  any 
way  mean  to  say  that  it  is  always  easy,  or  even  possible,  to 
say  with  certainty  whether  we  have  to  deal  with  the,  so  to 
speak,  original,  simple  disease  or  with  its  syphilitic  imita- 
tion. Yet  surely  it  is  not  only  of  scientific,  but  also  of 
considerable  clinical  importance  to  honestly  admit  that  we 
are  unable  in  a  given  case  to  say  which  it  is,  instead  of 
hiding  our  want  of  knowledge  by  calling  the  disease  before 
us  by  the  name  of  some  well-known  disease  and  prefixing 
the   adjective   syphilitic  !      By    doing   so   we   not    only   en- 

*  Bead  at  King's  College  Medical  Society,  December  10th,  1897. 
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courage  slovenliness  of  observation,  but  as  a  result  of  this 
get  into  the  habit  of  putting  many  patients  through  a 
useless  and  possibly  harmful  course  of  powerful  drugs. 

It  is  obviously  impossible,  and  even  if  it  were  possible 
would  be  tedious  and  undesirable,  for  me  to  attempt  any- 
thing like  a  full  survey  of  the  disease  we  have  before  us 
to-night.  I  shall  therefore  content  myself  with  an  endeavour 
to  lay  before  you  some  of  the  evidence  and  methods  which 
I  have  obtained  in  the  attendance  on  clinics  other  than 
this  in  London  and  on  the  Continent. 

At  the  commencement  we  are  met  by  a  difficulty  of  no 
slight  importance,  namely,  that  of  the  diagnosis  of  the 
initial  lesion.  That  this  is  of  great  moment  we  shall  st-e 
later  on  in  dealing  with  the  treatment  of  the  disease, 
since  most  of  the  best  observers  are  now  in  favour  of 
treating  the  syphilis  as  soon  as  the  diagnosis  is  established. 
The  initial  lesion  of  syphilis  may  be  one  of  four  types, 
namely,  the  true  sclerosis  or  Hunterian  chancre,  the  so-called 
parchment  sclerosis,  the  indurative  oedema,  or  the  desquamat- 
ing papule.  Of  these  the  most  difficult  by  far  is  the 
desquamating  papule,  which  is  often  so  slight  and  of  so 
innocent  an  appearance  that  it  is  liable  to  be  overlooked. 
If  consulted  in  such  a  case  I  should  advise  you  to  pay 
attention  to  the  following  points  ; — (i)  How  long  after 
exposure  did  the  lesion  make  its  appearance  ?  (ii)  What 
is  the  consistence  of  the  papule  to  the  touch  ?  (The 
desquamating  papule  is,  like  most  syphilitic  lesions,  of  a 
remarkably  firm  elasticity.)  (iii)  What  is  its  course  ? 
(The  desquamating  papule  usually  remains  almost  stationary 
for  a  few  weeks  and  then  disappears,  leaving  a  marked 
brown  pigmentation  but  no  scar).  I  expect,  however,  you 
will  find  that  in  the  earlier  days  of  your  practice  you  will 
not  be  able  to  decide,  and  I  sincerely  hope  that  in  such 
cases  you  will  content  yourselves  with  frequent  and  thorough 
examination  of  your  patient  and  not  resort  to  a  pro- 
cedure which  is,  in  my  opinion,  quite  unjustifiable, 
namely,  that  of  at  once  instituting  a  course  of  antisyphilitic 
treatment.  I  may  here  take  the  opportunity  of  pointing 
out  to  you  what  a  very  serious  error  it  is  to  treat  for 
syphilis,    especially    in    the    early    stage,    before    you    are 
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certain  of  your  diagnosis.  Many  noted  specialists  on  the 
disease  advise  you  never  to  institute  constitutional  treat- 
ment until  the  secondary  rash  is  at  its  height.  This  being 
so  I  think  we  must  confess  that  although  we  consider  in  this 
country  that  it  is  better  to  treat  the  disease  directly  we  are 
sure  of  its  presence,  yet  the  question  is  still  open,  and 
probably  no  very  vital  issue  is  at  stake.  But  let  us  consider 
for  a  moment  a  case  in  which  we  have  wrongly  started  our 
patient  on  a  course  of  antisyphilitic  treatment.  Whilst 
undergoing  the  treatment  the  original  lesion  will  probably 
disappear  ;  we  shall  then  begin  to  look  out  for  the  secondary 
rash,  and  when  time  passes  and  it  does  not  put  in  an 
appearance  we  shall  comfort  ourselves  with  the  knowledge 
that  some  cases  of  undoubted  syphilis  go  through  the 
secondary  period  without  symptoms  after  an  energetic  and 
early  commenced  course  of  treatment.  We  shall,  therefore, 
relax  no  item  of  our  treatment,  and  our  luckless  patient 
will  be  persuaded,  nay,  almost  forced  to  undergo,  to  put  it 
at  the  lightest  computation,  a  year's  treatment  with 
mercury.  Besides  in  all  probability  doing  our  patient 
grievous  bodily  harm,  we  may  in  all  seriousness  actually  be 
the  means  of  causing  him  to  catch  the  disease  ;  since  most 
people  know  of  the  immunity  afforded  by  the  disease,  and 
he  may,  in  the  belief  that  he  is  immune,  relax  those  pre- 
cautions which  might  have  saved  him.  I  admit  the  world- 
liness  of  this  last  statement,  but  must  plead  that  it  is  the 
doctor's  duty  to  shield  people  from  disease  in  every  way, 
without  of  necessity  being  responsible,  luckily,  for  their 
morals.  I  have  dwelt  on  this  point  at  some  length  because 
it  is  often  said  that  a  course  of  mercury  does  no  one  any 
harm,  and  it  is  therefore  well  to  treat  all  doubtful  cases. 

Let  us  now  for  a  few  moments  consider  the  first  two 
forms,  namely,  the  true  Hunterian  chancre  and  the  parch- 
ment sclerosis.  Here  we  shall  find  on  investigation  that 
the  two  forms  are  really  the  results  of  the  same  process 
occurring  in  positions  of  different  anatomical  structure. 
The  granuloma  of  syphilis  begins,  as  you  know,  around  the 
vessels,  and  the  solid  exudation  which  gives  to  the  touch 
that  feeling  of  induration  which  we  are  accustomed  to 
associate  with  the  disease,  finds  its  expression  best  where 
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there  are  the  greatest  number  of  vessels.  Now  in  the  pre- 
puce the  arrangement  of  the  vessels  is  much  like  that  of  the 
skin  generally,  that  is,  a  rich  subpapillary  network  arising 
from  arteries  going  direct  to  the  skin  and  their  collateral 
branches.  The  result  of  this  richness  of  vascularity,  super- 
ficial and  deep,  is  to  produce  a  more  or  less  spherical  mass 
which  we  recognise  as  the  Hunterian  chancre.  The  arrange- 
ment in  the  glans,  on  the  other  hand,  is  somewhat  different ; 
here  over  the  main  part  we  have  only  a  few  small  arteries 
piercing  the  dense  fibrous  tissue  lying  between  the  spongy 
portion  of  the  glans  and  the  skin,  and  ramifying  to  produce 
an  extremely  superficial  horizontal  network.  This  results 
in  the  production  of  the  very  flat  superficial  infiltration 
known  as  the  parchment  sclerosis,  which  is  so  difficult  to 
diagnose  from  simple  inflammation ;  such,  for  instance, 
as  an  ordinary  excoriation  or  a  scabies  lesion.  This  arrange- 
ment of  vessels  is  not  present  in  the  corona  nor  im- 
mediately around  the  urethral  orifice,  and  we  do  not,  there- 
fore, find  the  parchment  form  in  these  situations.  Although, 
therefore,  it  may  be  extremely  hard  to  decide  whether  a 
given  sore  is  specific  or  not,  I  think  it  may  be  of  help  to 
remember  the  anatomical  peculiarities  of  the  parts,  which 
will  at  all  events  serve  to  remind  us  that  this  form  occurs 
almost  exclusively  on  the  glans  away  from  the  corona  and 
the  urethral  orifice.  I  have  purposely  left  out  all  mention 
of  the  so-called  mixed  chancre,  because  in  the  early  stages 
it  is  not  a  syphilitic  lesion,  and  later  it  develops  into  the 
ordinary  chancre  or  the  ulcerating  type.  Of  the  phage- 
daenic  sore  it  is  necessary  to  say  a  few  words.  In  older 
times,  and  still  to  a  certain  extent,  the  appearance  of 
phagedaena  was  attributed  to  the  constitutional  condition 
of  the  patient.  The  more  modern  view,  however,  is  that  it 
is  the  result  of  an  additional  infection,  in  fact  Mr.  Hutchinson 
quotes  a  case  in  which  a  man  had  a  phagedaenic  ulcer  on 
one  leg  at  the  same  time  as  he  had  a  healthily  granulating 
ulcer  on  the  other,  which  is,  of  course,  strong  evidence  of 
its  local  nature.  This  form  of  disease  may  attack  either 
syphilitic  or  simple  soft  sores,  and  it  would  be  manifestly 
impossible  to  diagnose  one  from  the  other  when  once  the 
process  is  established,  but  it  is  as  well  to  bear  in  mind  the 
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fact  that  it  is  a  much  more  common  complication  of  syphilitic 
than  of  simple  sores.  In  this  form  of  disease  you  must  be 
prompt  and  energetic  in  action.  If  the  diagnosis  of  syphilis 
is  not  established,  you  must  at  first  place  most  of  your 
reliance  on  local  measures,  carried  out,  if  possible,  at  the 
sea-side.  One  of  the  best  methods  of  cutting  the  disease 
short  is  by  placing  the  patient  in  a  warm  bath,  the  tempe- 
rature of  which  should  be  regulated  according  to  the 
patient's  wishes.  After  twelve  or  fourteen  days  the  sore  will 
generally  clean  and  begin  to  heal.  The  other  methods  all 
aim  at  the  rapid  destruction  of  the  tissue  bordering  on  the 
sore,  including  of  course  the  poison.  They  are  : — cauterising 
with  fuming  nitric  acid,  strong  sulphuric  acid  made  into  a 
paste  with  charcoal  (an  excellent  method),  the  free  use  of 
chloride  of  zinc,  pure  carbolic  acid,  &c.  You  will  certainly 
do  no  harm,  and  may  ease  your  patient's  mind,  by  giving 
him  quinine  and  iron,  but  you  must  remember  that  the  local 
dilution  or  destruction  of  the  poison  is  the  all-important 
consideration. 

Now  let  us  turn  our  attention  for  one  minute  to  the 
question  of  early  syphilis.  We  have  already  said  that,  in 
many  cases,  it  is  not  possible  to  diagnose  syphilis  by  the 
characteristics  of  the  sore  alone.  If  the  sore  is  on  the  penis 
it  will  be  found  after  it  has  existed  a  few  days  that  there  is 
to  be  felt  a  firm  cord  running  along  the  dorsum  of  the  penis, 
representing  the  dorsal  lymphatic  channels.  This  cord  may 
present  one  or  more  enlargements  in  its  course.  At  the 
root  of  the  penis  it  may  often  be  felt  to  divide  and  send  a 
branch  to  either  chain  of  inguinal  glands.  These  latter  will 
be  felt  to  be  enlarged  and  of  a  peculiar  shape ;  that  is,  they 
lose  their  normal  pointed  ends  and  become  obtusely  rounded 
or  almond-shaped.  Added  to  this  peculiarity  is  the  absolute 
painlessness  and  the  curious  elastic  hardness  of  the  swelling. 
Almost  immediately  after  this  the  general  lymphatic  system 
becomes  involved  in  a  similar  manner,  but  it  is  possible  in 
almost  all  cases  to  make  the  diagnosis  as  soon  as  those 
glands  next  to  the  sore  have  become  affected.  The  so-called 
erratic  chancres  are  hard  or  easy  according  to  their  site  and 
development.  It  is  in  all  such  cases  probably  better  to  wait 
for  the  appearance  of  the  enlargement    of   the  lymphatic 
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glands,  and  in  very  many  it  will  be  necessary  to  wait  for 
the  development  of  the  rash.  I  have  not  touched  on  the 
appearance  of  chancres  on  the  female  genitals,  because  you 
are  not  very  likely  to  see  them  in  this  country. 

If  we  are  to  wait  for  the  secondary  rash,  however,  as 
already  mentioned,  we  must  be  prompt  to  recognise  it  as 
soon  as  it  makes  its  appearance.  Now  the  earliest  rash  is 
usually  a  roseola  coming  out  on  the  abdomen  and  in  sides  of 
the  thighs,  and  it  is  a  very  poorly  marked  eruption  in  many 
cases.  One  distinction  which  can  be  made  between  this 
and  the  cutaneous  mottling  from  exposure  to  cold,  and  one 
that  they  lay  great  stress  on  in  Vienna,  is  that  in  the 
case  of  the  syphilide  you  see  bluish  spots  enclosed  in 
a  network  of  white  lines,  whereas  in  the  normal  cutaneous 
mottling  there  are  white  spots  on  a  groundwork  of  blue. 
Of  the  well-developed  secondary  rash  I  would  remark  that 
although  usually  easy  to  diagnose,  it  will  well  repay  you  the 
trouble  of  studying  it.  There  are  certain  points  about  the 
earlier  rashes  of  syphilis  which  help  to  distinguish  them 
from  the  later  ones.  These  are  : — (i)  The  absence  of  any- 
thing like  grouping  or  figurate  shapes.  The  eruption  tends 
to  follow  the  lines  of  cleavage  of  the  skin  and  nothing  more, 
(ii)  The  eruption  is  generalised,  that  is,  it  is  found  all  over 
the  body  and  limbs.  (iii)  When  not  scattered  over  the 
entire  body,  it  is  roughly  symmetrical.  (iv)  It  has  a 
strong  tendency  to  be  polymorphous.  In  the  later  secondary 
rashes,  on  the  other  hand,  you  will  find  a  tendency  for  the 
eruption  to  be  more  uniform  in  character,  to  be  more 
localised  in  distribution,  and  almost  always  arranged  in 
rings  or  groups.  Crocker  gives  the  following  classification, 
modified  from  Cazenave  : 

I.  Circumscribed  with  slight  infiltration  : 

Macular — Erythematous. 

II.  Papular,  variously  modified  : 

Dry  papular. 

Squamous,  patchy,  or  circinate. 

Lenticular  or  large  papule. 

Moist  papular,  or  mucous  tubercle. 
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III.  Especial  implication  of  the  hair-follicle  or  its  imme- 
diate neighbourhood  : 

Follicular,  of  progressive  severity. 

Miliary  papular,  or  follicular  <        ^  ' 

Miliary  papulo-vesicular. 
Miliary  papulo-pustular. 
Acneiform. 

IV.  Infiltration  with  subepithelial  suppuration   and   super- 
ficial ulceration  : 

Varicelliform  and  varioliform. 


Ecthymatous  ■<   ,  ^ 
•^  ( deep. 

(  rupia. 

\  pemphigoid. 


Bullous 


V.  Gummatous  infiltration  with  tendency  to  ulceration  : 

Nodular  syphilides. 

VI.  Extravasation  of  blood  constituents  : 

Pigmentary  syphilide  (pigmentation  only). 
Purpuric  (blood). 

You  will  see  on  looking  through  this  classification  that 
practically  every  skin  disease  is  represented  in  its  embrace. 
Without  going  into  details  I  will  just  say  that  the  rare 
forms  are  the  vesicular,  varicelliform,  varioliform,  and,  in 
acquired  syphilis  at  least,  the  bullous  and  ecthymatous. 

The  disease  most  likely  to  be  mistaken  for  the  papulo- 
squamous syphilide  is  psoriasis,  but  the  diagnosis  may  gene- 
rally be  made  from  the  presence  of  infiltration,  the  absence 
of  itching,  and  the  presence  of  other  signs  of  syphilis. 
Having  mentioned  itching,  I  may  here  say  a  few  words  on 
the  subject  of  itching  and  syphilis.  Itching  may  occur 
from  one  of  two  sources  ;  either  the  syphilis  may  be  com- 
plicated with  some  other  disease,  such  as  scabies,  pediculosis, 
&c.  (a  not  uncommon  accident,  as  the  patient  may  catch  both 
simultaneously),  or  it  may  be  due  to  its  occurrmg  on  itching 
areas.  This  latter  is  more  prone  to  occur  with  the  later 
ringed  eruptions,  and  has  given  rise  to  the  theory  that  they 
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owe  this  form  to  their  occurrence  on  seborrhoeic  positions. 
The  early  secondaries  do  not,  however,  often  give  much 
trouble  in  diagnosis,  as  the  other  evidence  of  the  disease  is 
too  strong  when  sought  for.  I  will  therefore  pass  on  to 
the  later  secondaries  and  tertiaries.  And  here,  since  the 
corroborating  evidence  is  often  scanty,  it  behoves  us  to  search 
for  it  most  carefully.  Such  being  the  case,  I  have  often 
been  much  surprised  at  the  scant  attention  paid  to  a  dia- 
gnostic sign  well  known  to  all  Continental  authorities  ;  I 
refer  to  the  so-called  rete  pigmentosum,  or  more  often,  but 
wrongly,  syphilitic  leucodermia.  I  have,  therefore,  brought 
a  plate  (a  very  poor  one,  it  is  true)  from  the  '  St.  Louis  Atlas  of 
Skin  Diseases  '  to  show  you.  The  histology  of  this  sjmptom 
has  been  carefully  worked  at  by  Unna.  The  result  of  his 
study  is  as  follows. 

The  name  leucodermia  is  misleading  and  erroneous.  The 
symptom  is  caused  by  the  primary  deposit  of  pigment  on 
the  affected  part,  and  the  subsequent  absorption  of  it  at 
those  points  where  the  vascular  cones  impinge  directly  on 
the  skin,  remaining  stationary  at  those  points  which  are 
only  supplied  by  anastomotic  or  collateral  circulatiou.  It  is 
a  mistake  to  suppose  that,  as  in  true  leucodermia,  the  pig- 
ment seen  is  the  normal,  and  that  the  lighter  spots  are 
deprived  of  their  normal  pigment.  The  light  spots  are 
normal  in  shade,  as  can  be  easily  tested  by  cutting  a  small 
hole  in  a  piece  of  paper,  and  applying  the  hole  to  a  light 
spot  so  as  to  cover  the  dark  part,  and  then  comparing  the 
light  spot  with  the  skin  away  from  the  altered  nrea.  The 
light  spots  are  not,  as  has  been  said,  the  sites  of  previous 
papular  lesions,  though  of  course  it  may  occasionally  happen 
that  they  coincide.  Apart  from  the  abstruse  liistological 
reasoning  of  Unna,  which  is  not  always  easy  to  follow,  I  am 
convinced  of  the  truth  of  the  statement.  I  have  lately  had 
the  good  fortune  to  watch  the  development  of  two  such 
cases,  one  of  which  I  have  told  to  come  here  to-night. 
As  regards  the  frequency  of  this  symptom  I  am  not  pre- 
pared to  give  you  much  information,  but  seeing  that  it  is  by 
no  means  a  rarity  on  the  Continent,  I  can  but  think  that 
here  it  is  less  often  noticed  because  more  often  overlooked. 
This,  however,  I   can  tell  you,  that  it  is  more   common  in 
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women  than  in  raeu,  and  as  in  other  respects  it  is  usually 
much  harder  for  various  reasons  to  recognise  syphilis  in 
women  than  in  men,  it  almost  looks  as  if  a  beneficent  nature 
had  stamped  the  title  of  the  disease  on  the  neck  of  women 
for  the  benefit  of  the  educated  physician  who  has  learned  to 
read.  And  observe  nature^s  delicacy  in  so  doing,  knowing 
that,  as  we  all  know,  the  acquisition  of  the  disease  by  a 
woman  is  more  often  by  misfortune  than  by  her  own  fault ; 
she  has  imprinted  upon  her  skin,  not  a  hideous  "  corona 
Yeneris,^^  proclaiming  her  uncleanness  to  the  harsh  world, 
but  a  lightly  pencilled  note,  one  which  persists  usually  for 
one  or  two  years,  and  serves  to  put  the  physician  on  his 
guard  without  advertising  her  unfortunate  condition  to  the 
cold  glances  of  her  female  friends. 

Leaving  this  subject,  and  passing  on  to  the  other  secon- 
dary eruptions,  we  find  ourselves  rapidly  approaching  points 
of  difficulty.  For  where  does  secondary  cease  and  tertiary 
begin  ?  It  is  usual,  I  think,  to  say  gummatous  lesions  are 
tertiary,  and  papular,  squamous,  pigmented,  bullous,  and 
vesicular  lesions  are  secondary.  What  then  are  we  to  say 
when  a  patient  develops  gummata  within  the  first  nine 
months  of  his  disease,  and  comes  to  us  later  on  with  typical 
grouped  papular  eruptions  ?  Zeissl  and  some  other  writers, 
as  a  way  out  of  this  dilemma,  proposed  to  drop  these  terms 
altogether,  and  to  distinguish  between  papular  and  gum- 
matous lesions  only.  This  is,  however,  also  open  to  disad- 
vantage, for  the  sense  of  time  is  so  generally  present  and 
correct  that  we  seem  to  lose  something  definite  in  giving 
up  all  reference  to  it.  The  more  recent  method  is,  then,  to 
simply  distinguish  between  early  and  late  syphilides,  which 
course  has  the  advantage  of  preserving  to  us  some  idea  of 
time,  and  yet  not  pledging  us  to  any  hard  and  fast  division 
of  the  disease  into  secondaries  and  tertiaries.  •  We  prefer, 
then,  at  present  to  talk  of  early  rashes  of  syphilis,  including 
all  those  which  show  generalised  distribution  ;  the  early  re- 
lapse, a  grouped  papular  eruption,  seldom  distributed  over 
the  body  as  a  whole ;  late  relapsing  syphilides,  with  a 
tendency  to  resist  constitutional  treatment,  and  to  spread 
slowly  and  serpiginously  ;  lastly,  the  well-marked  gummatous 
lesions. 
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111  examining  these  lesions  observe  the  elastic  firmness 
which  they  present  to  the  finger  ;  in  the  earliest  stage  of 
their  development  they  usually  fade  almost  completely  on 
pressure,  but  very  soon  they  leave  a  yellowish-brown  stain, 
an  earnest  of  that  pigmentation  which  is  so  characteristic 
of  the  involution  of  a  syphilide.  In  this  stage  the  diseases 
most  likely  to  be  confused  with  syphilis  are  lupus  vulgaris, 
psoriasis,  seborrhceic  eczema,  and  eczema  of  the  palms  and 
soles. 

Let  us  take  them  in  their  order.  Lupus  vulgaris  may 
come  into  the  differential  diagnosis  from  two  syphilitic 
lesions ;  one  a  late  relapse  of  grouped  papules,  the  other  a 
serpiginous,  cutaneous,  gummatous,  ulcerating  patch.  In 
the  former  the  papules  show  little  or  no  transparency  when 
the  blood  is  pressed  out  of  them,  there  is  no  scarring,  the 
papules  feel  like  shot  in  the  corium  instead  of  being  hardly 
noticeable  to  the  touch  as  are  those  of  lupus,  and  they  offer 
a  solid  resistance  to  the  pressure  of  a  probe,  which  slips 
easily  into  a  lupus  nodule.  In  the  gummatous  lesion  the 
already  mentioned  distinctions  of  the  individual  nodule  are 
present,  with  this  difference,  that  some  or  all  are  ulcerated, 
and  thus  produce  scarring.  But  here  again  we  have  almost 
diagnostic  signs  present,  namely,  that  whereas  in  lupus  one 
almost  always  sees  new  nodules  appearing  in  the  old  scar, 
in  syphilis  the  opposite  is  the  case.  It  is,  I  believe,  an 
invariable  rule  for  the  scar  of  a  serpiginous  syphilide  to 
remain  sound  once  it  is  soundly  formed.  I  do  not  mean  by 
this  to  state  that  the  scar  of  a  tertiary  syphilide  never 
breaks  down,  but  that  with  the  superficial,  serpiginous, 
cutaneous,  gummatous  syphilide  one  never  sees  the  recur- 
rence of  fresh  nodules  in  the  central  scar.  I  should  like 
here  to  recommend  to  you  the  use  of  the  ordinary  blunt 
probe  in  all  cases  of  difficulty ;  I  do  not  think  I  have  ever 
seen  it  used  in  this  country,  whereas  on  the  Continent  it  is 
in  constant  use,  and  one  always  reads  in  the  description  of 
a  rare  case  that  the  lesions  offered  or  did  not  offer  resistance 
to  the  pressure  of  the  probe. 

Passing  now  to  our  next  differential  diagnosis,  psoriasis, 
we  can,  I  think,  dismiss  it  in  a  few  words.  The  squamous 
syphilide  does  not,  like  psoriasis,  prefer  to  attack  the  knee 
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and  elbow  and  the  extensor  surfaces  generally,  but  comes 
out  anywhere  ;  it  seldom  has  well-marked  silvery  scales  ;  it 
does  not  expose  a  bright  red  bleeding  surface  when  the 
scales  are  removed ;  it  has  the  characteristic  syphilitic  elastic 
hardness.  From  seborrhoeic  eczema  the  diagnosis  is  very 
often  extremely  difficult.  In  the  seborrhceic  positions,  as 
we  have  seen,  syphilis  often  itches,  nevertheless  it  does  not 
often  itch  as  much  as  seborrhoeic  eczema.  On  careful  exa- 
mination of  the  margins  of  the  seborrhoeic  rings  you  will 
often  find  small  vesicles,  or  the  remains  of  such.  These,  if 
you  are  lucky  enough  to  find  them,  are  sufficient ;  but  if  they 
are  not  there,  you  must  then  fall  back  on  the  old  sign, 
superior  hardness  of  the  syphilitic  lesion  over  the  simple, 
of  course  searching  for  corroborative  evidence. 

Lastly,  we  come  to  the  keratotic  lesions  of  the  palms  and 
the  soles.  These  are  probably  the  most  difficult  of  all  to 
distinguish  from  simple  eczematous  conditions.  There  is  a 
law  in  skin  diseases  which  applies  thoroughly  to  these  parts, 
and  also  to  seborrhoeic  positions.  It  is  that  ^^  In  all 
specialised  parts  of  the  skin,  any  disease  affecting  these 
parts  will  bear  the  impress  of  the  specialisation.'^  This  law 
explains  the  tendency  of  eczema,  psoriasis,  lichen  planus,  and 
syphilis  to  be  indistinguishable  on  the  palms  and  soles. 
Psoriasis  and  lichen  planus  can  usually  be  distinguished  by 
their  simultaneous  occurrence  elsewhere  ;  indeed,  it  is  rare 
for  psoriasis  to  affect  the  palms  and  soles  at  all.  Of  course 
I  do  not  refer  to  the  so-called  palmar  and  plantar  psoriasis, 
which  are  true  syphilides,  and  have  nothing  to  do  with 
psoriasis  at  all.  Luckily  this  absurd  name  seems  to  be 
dying  out  among  those  who  really  study  skin  diseases. 
From  eczema  we  may  sometimes  come  to  a  diagnosis  by 
paying  attention  to  the  following  points  : — Eczema  never 
ulcerates,  it  is  apt  to  weep  in  some  stage,  the  edge  is 
diffuse  and  not  serpiginous,  it  is  not  formed  of  such  definite 
nodules,  and  it  leaves  no  scar.  To  see  these  points  of  dis- 
tinction you  will  often  find  it  necessary  to  remove  the 
thickened  epidermis,  but  this  is  of  no  moment,  as  in  any 
case  it  should  be  the  opening  manoeuvre  of  your  treatment. 
You  will  find  in  such  cases  that  internal  treatment  alone 
will   usually   be   useless,  and  that  local  treatment  is  the  all- 
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important  part.  One  other  point  which  may  be  of  use  in 
making  the  differential  diagnosis  I  have  purposely  kept  to 
the  last,  because  I  wish  you  to  understand  that  it  is  of  quite 
subsidiary  importance ;  this  is  that  the  late  squamous 
syphilide  is  usually  unilateral,  while  the  simple  diseases  are 
usually  bilaterally  symmetrical. 

I  have  now  completed  what  I  wished  to  say  on  the  subject 
of  syphilis  as  affecting  the  skin.  I  have  devoted  a  consider- 
able portion  of  my  paper  to  this  part  of  the  subject,  because 
if  we  are  sure  of  our  signs  on  the  skin  we  may  be  able  to 
recognise  other  internal  troubles,  as  to  the  nature  of  which 
we  should  otherwise  be  in  complete  ignorance. 

I  do  not  intend  to  go  over  the  syphilitic  affections  of 
the  other  organs  in  any  detail,  but  before  passing  on 
to  the  question  of  treatment  I  should  like  to  say  a  few 
words  on  one  or  two  points.  It  has  been  my  good  fortune 
to  have  had  recently  two  cases  of  great  interest  at  my  out- 
patient department,  and  both  of  the  same  nature.  The 
first  patient  came  to  me  with  a  subacute  swelling  of  the 
wrist- joint  and  a  history  of  previous  rheumatism.  The 
condition  when  I  saw  him  was  like  that  which  one  often  sees 
in  patients  who  have  recently  had  an  attack  of  subacute 
rheumatism,  and  where  one  joint  has  hung  fire  rather  in 
getting  well.  The  wrist-joint  was  a  good  deal  swollen, 
rather  tender,  painful,  and  slightly  reddened,  and  on 
examination  there  seemed  to  be  some  thickening  of  the 
tissues  around  the  joint  and  some  fluid  in  the  joint.  I  put 
him  on  salicylate,  but  as  he  did  not  improve,  it  was  changed 
for  a  mixture  containing  potassium  iodide  as  well,  and  under 
this  treatment  he  very  slowly  got  well.  Not  long  after  this 
a  patient  came  to  me  with  a  very  acute  swelling  of  the 
elbow-joint.  Recognising  that  it  was  something  out  of  the 
common,  I  made  a  very  thorough  examination,  and  found  a 
large  node  on  the  ulna  of  the  opposite  side.  This  case 
recovered  rapidly  on  mixed  anti syphilitic  treatment.  After 
a  few  months  my  first  patient  returned  with  a  fearfully  acute 
swelling  of  the  elbow-joint.  I  noticed  at  once  a  strong 
resemblance  in  the  symptoms  to  those  of  the  second  case, 
and,  after  examining  the  man  very  thoroughly,  I  found  a 
node  on  the  upper  part  of  the  tibia  of  the  other  side.      The 
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symptoms  subsided  rapidly  on  mixed  treatment,  and  left  no 
doubt  in  my  mind  that,  bad  I  recognised  tbe  disease  wben 
he  first  came  to  me,  he  could  have  been  spared  a  long  and 
tedious  course  of  treatment  in  the  first  place. 

The  symptoms  were  as  follows  : — The  elbow  was 
enormously  swollen  and  of  a  bluish  colour,  the  skin  being 
shiny  and  tense  ;  the  joint  was  more  painful  and  tender  than 
any  I  have  seen,  except  in  the  most  acute  gout,  which  it 
strougly  resembled.  There  was  a  good  deal  of  thickening 
of  tbe  tissues  around  the  joint  and  of  the  end  of  the 
humerus  itself,  and  there  was  a  considerable  quantity  of 
fluid  in  the  joint.  The  pain  was  so  great  that  he  refused  to 
have  a  splint  put  on,  as  he  said  he  was  sure  he  could  not 
bear  anything  to  touch  it.  He  looked  ill,  and  assured  me 
that  he  had  been  totally  unable  to  sleep  for  many  nights,  as 
the  pain  was  always  worse  at  that  time,  and  so  he  had  to  sit 
up  in  bed  and  support  tbe  arm  by  holding  it  up  at  the  wrist. 
Of  course  I  did  not  recognise  the  true  nature  of  the  disease 
in  the  first  place,  but  it  was  not  nearly  as  severe  as  in  the 
second  attack,  and  I  very  much  doubt  whether,  with  my 
increased  experience,  I  could  now  do  so  in  so  mild  a  case, 
unless  there  were  marked  symptoms  in  other  parts  to  lead 
me  to  the  disease.  I  may  say  that  the  tibial  node  appeared 
after  the  first  attack.  Possibly  many  of  you  may  have  seen 
this  case,  as  I  sent  him  up  here  to  Mr.  Cheatle  for  demon- 
stration. I  may  add  that  no  stress  is  laid  on  this  form  of 
joint  trouble  in  most  of  the  modern  text-books,  and  in  one 
we  are  told  that  the  diagnosis  in  perisynovial  gummatous 
arthritis  is  by  the  form  of  the  ulcers  when  the  gummata 
burst  through  the  skin — surely  a  little  late  ! 

Passing  on  now  to  the  treatment  of  syphilis,  we  find  wide 
divergence  of  opinion.  The  English  and  French  for  the 
greater  part  believe  in  treating  the  disease  as  soon  as  the 
diagnosis  is  established,  and  continuing  that  treatment  for 
a  long  period,  irrespective  of  the  presence  or  absence  of 
symptoms.  The  greater  number  of  the  German  and 
Austrian  authorities,  however,  consider  it  better  to  wait  for 
the  development  of  the  rash,  while  a  large  number  are 
strongly  against  the  exhibition  of  mercury  unless  there  are 
symptoms    of  the   disease   present.      Now  on   this  point  my 
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own  belief  is  quite  firm  ;  I  believe  that  a  thorougli  mercurial 
treatment  in  the  early  stages  of  the  disease  is  competent  to 
ward  off  in  many  cases  the  occurrence  of  late  manifestations 
to  a  very  great  extent.  On  the  question  when  to  begin 
constitutional  treatment  my  advice  to  you  would  be  to  begin 
as  soon  as  you  are  absolutely  sure  of  the  diagnosis^  but  on 
no  account  before.  Of  course  I  am  now  speaking  of  early 
or  primary  syphilis  only.  That  it  is  better  to  begin  treat- 
ment as  early  as  possible  seems  to  me  to  be  a  natural  opinion 
to  hold  if  one  believes  that  mercury  exerts  an  influence 
antagonistic  to  the  syphilitic  poison.  But  that  cases  do 
very  well  who  undergo  treatment  for  the  first  time  after  the 
appearance  of  the  secondary  rash  is  a  matter  of  every-day 
experience.  I  think,  therefore,  if  it  lies  between  your 
treating  your  patient  before  you  are  sure  of  your  diagnosis, 
or  delaying  your  treatment  till  after  the  appearance  of  the 
rash,  there  is  no  doubt  that  the  right  course  is  to  wait. 
And  if  in  your  earlier  days  you  follow  this  rule,  at  the  same 
time  using  your  powers  of  observation  with  every  opportunity, 
you  will,  I  think,  find  that  the  doubtful  cases  grow  fewer 
and  fewer,  till  at  length  they  nearly  disappear.  On  the 
other  hand,  if  you  follow  the  plan  of  treating  all  doubtful 
cases,  you  will  never  be  able  to  watch  the  development  of 
the  decisive  signs,  and  will  not  learn  to  recognise  them  at 
their  earliest  appearance. 

The  treatment  of  syphilis  is  perhaps  the  most  satisfactory 
of  all  the  treatments  of  diseases  at  present  known.  Never- 
theless there  are  exceptional  cases  in  which  it  seems  to  be 
almost  powerless  against  the  disease,  and  it  is  therefore  of 
the  greatest  importance  that  we  should  not  rest  content 
with  our  present  knowledge,  but  take  every  opportunity  of 
learning  to  improve  our  methods  in  order  to  still  further 
reduce  the  already  small  percentage  of  unfavourable  results. 
I  should  like  here  to  enter  a  strong  protest  against  the  oft- 
repeated  axiom  that  mercury  alone  is  indicated  in  primary 
syphilis,  mercury  and  iodide  of  potash  in  later  stages,  and 
potassium  iodide  alone  in  pure  tertiary  lesions.  In  the  first 
place  it  is  difficult  to  decide  what,  if  any,  is  a  pure  tertiary  ; 
and  secondly,  even  granting  the  existence  of  such,  the 
lesion  is  none   the  less   an  expression  of  the   constitutional 
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infection  of  syphilis.  Prof.  Neisser  of  Breslau^  one  of  the 
most  ardent  and  experienced  students  of  the  disease  now 
living,  has  attributed  the  large  amount  of  tertiary  syphilis 
in  England  to  the  habit  of  substituting  iodide  for  mercury 
in  the  later  manifestations  of  the  disease.  To  this  opinion 
I  would  not  entirely  subscribe,  because  I  have  since  found 
on  inquiry  that  by  far  the  larger  proportion  of  cases  of  bad 
tertiary  lesions  have  had  no  early  treatment  at  all,  and  that 
it  is  rather  from  neglect  than  from  erroneous  treatment  that 
most  of  these  cases  arise.  At  the  same  time  I  have  no 
doubt  that  iodide  is  relied  upon  too  much,  to  the  detriment 
of  the  patient's  health. 

To  enumerate  the  preparations  of  mercury  used  by  dif- 
ferent authorities  would  be  only  wearisome,  and  I  sha.ll 
therefore  content  myself  with  discussing  only  a  few  with  the 
methods  of  introduction. 

There  are  to  my  knowledge  six  different  methods  of  in- 
troducing mercury  : 

1.  By  the  mouth. 

2.  By  the  skin  (inunction,  bathing,  fumigation). 

3.  By  hypodermic  injection  (practically  given  up). 

4.  By  intra-muscular  injection  (a  modification  of  3). 

5.  By  intra-venous  injection. 

6.  By  inhalation  (fumigation,  inunction). 

In  this  country  and  in  France  the  first  method  is  most 
used,  at  all  events  among  private  patients.  Its  advantages 
are  obvious  :  there  is  no  pain,  no  necessity  for  frequent 
visits  to  the  physician  ;  it  is  absolutely  clean  and  safe ;  and 
it  is  usually  quite  efficacious,  and  does  not  upset  the  stomach 
if  given  with  proper  precautions. 

The  advantages  of  the  inunction  method  are  rapidity 
(though  probably  not  so  great  as  in  4  or  5),  certainty, 
freedom  from  pain,  the  power  of  giving  a  large  dose,  and  of 
course  its  leaving  the  stomach  free.  Its  disadvantages  are — 
it  is  very  dirty,  it  is  liable  to  be  scamped,  it  is  next  to  im- 
possible to  preserve  secrecy,  and  it  is  liable  to  irritate  the 
skin.  (Neisser  has,  however,  shown  that  this  accident  is 
more  often  due  to  the  use  of  inferior  ointments  than  to  the 
mercury  itself).  Of  the  hypodermic  method  I  shall  say  no 
more  than  that  it  has  many  drawbacks,  and  no  correspond- 
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ing  advantages  over  the  more  generally  used  intra-muscular 
method  ;  it  is  therefore,  I  believe,  entirely  given  up. 

The  intra-muscular  method  is  divisible  into  two  sub- 
methods,  the  injection  of  soluble  or  insoluble  preparations. 
The  advantages  claimed  for  both  are  cleanliness,  certainty, 
accurate  dosage,  secrecy,  no  interference  with  the  alimentary 
canal,  and  the  administration  of  the  drug  by  the  physician 
himself.  The  drawbacks  are  the  necessity  of  frequent  visits 
to  the  physician,  pain,  and  the  occasional  occurrence  of  infil- 
trations or  abscesses.  (These  two  last  objections  are  now 
practically  groundless  as  regards  the  soluble  preparations.) 
The  insoluble  preparations  have  the  advantage  over  the 
soluble  in  obviating  the  frequent  medical  visits,  but  have 
the  great  drawbacks  of  being  much  more  painful,  less 
certain  in  their  action  (an  infiltration  is,  I  believe,  almost 
inevitable),  and  the  injection  may  become  encapsnled  and 
inert. 

The  method  of  intra-venous  injection  has  been  revived 
again  somewhat  recently,  and  with  great  success.  I  have 
no  experience  of  it,  but  from  the  reports  published  it 
appears  to  be  both  convenient  and  safe.  If  this  turn  out 
to  be  the  case  it  will  have  many  advantages  over  the  other 
methods,  since  it  is  the  quickest  and  surest  method  of 
getting  the  patient  under  the  influence  of  the  drug,  there 
is  no  pain,  and,  of  course,  no  area  of  infiltration. 

The  fumigation  method  is  now  very  little  used,  in  this 
country  at  any  rate.  Whether  any  results  can  be  obtained 
by  it  that  cannot  be  otherwise  brought  about,  it  is  very 
difficult  to  say.  Personally,  I  believe  not,  if  one  be  pre- 
pared to  use  injections ;  but  it  is  only  fair  to  say  that  I 
have  seen  brilliant  results  from  its  use.  It  is  especially 
indicated,  if  ever,  in  cases  where  there  is  great  constitu- 
tional exhaustion  and  extensive  cutaneous  ulceration,  where 
inunction  is  impossible,  and  one  fears  for  the  digestion  if 
mercury  be  given  by  the  mouth.  In  such  cases  the  local 
deposition  of  the  drug  undoubtedly  helps  in  the  healing, 
whilst  probably  a  fairly  large  amount  gains  access  to  the 
body  by  inhalation.  My  own  method  of  procedure  would 
be  something  like  the  following  : — In  ordinary  simple  cases 
where  there  is  no  urgency,  to  begin  with  mouth  treatment, 
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and  preferably  with  grey  powder,  two  grains  three  times  a 
day.  It  should  be  a  rule  to  see  the  patient  again  on  the 
third  day  to  see  that  he  has  no  idiosyncrasy  regarding  the 
drug,  and  then  if  all  is  well  he  may  be  seen  at  longer 
intervals.  During  the  whole  of  his  course  he  should  be 
forbidden  all  alcohol,  his  fruit  and  vegetables  should  be 
kept  very  moderate  in  amount,  his  smoking  should  be  re- 
duced to  a  minimum  or  stopped  altogether,  and  he  should 
be  instructed  to  clean  his  teeth  after  every  meal.  His  diet 
should  be  generous  but  easy  of  digestion,  and,  if  possible, 
he  should  take  large  quantities  of  milk  in  the  day.  All 
nervous  strain  should  be  strictly  forbidden,  and  he  should 
be  informed  that  his  disease,  though  serious  and  requiring 
strict  attention,  is  yet  particularly  amenabia  to  treatmeT^t. 
By  thus  administering  a  mental  tonic  you  will  place  your 
patient  in  the  best  position  for  combating  the  disease.  In 
spite  of  the  best  treatment,  however,  you  will  sometimes 
find  that  your  patient  does  not  progress  satisfactorily,  and 
in  such  cases  you  will  often  find  that  a  stay  at  the  sea-side 
while  the  treatment  is  being  carried  out  will  produce  the 
required  effect. 

In  resistent  cases,  or  where  there  is  great  haste  necessary 
to  save  some  delicate  organ,  e.  g.  the  eye,  I  would  resort  to 
injections,  or  perhaps  a  single  injection  followed  by  in- 
unction. As  regards  the  period  over  which  the  original 
course  of  mercury  should  extend,  there  is  considerable 
difference  of  opinion.  In  this  country  I  believe  everybody 
is  in  favour  of  prolonged  administration,  with  the  exception 
of  the  army  surgeons,  who,  I  have  been  told,  consider  a  six 
weeks'  course  sufficient,  though  I  think  this  is  rather  a 
matter  of  necessity  than  of  choice.  Probably  one  year  in 
any  case,  and  from  two  to  three  if  one  can  persuade  the 
patient  to  undergo  it,  would  be  the  general  opinion.  If  the 
patient  is  undergoing  a  long  course  there  is  no  harm  in 
giving  him  a  month's  holiday  at  the  end  of  every  six, 
during  which  time  some  cod-liver  oil  or  strychnine  may  be 
given.  During  this  period,  as  also  later,  all  moist  lesions 
should  be  treated  locally, — and  this  is  a  point  often  lost 
sight  of,  I  think,  in  England.  It  is  true  that  in  most  cases 
these  moist  lesions  heal  with  constitutional  treatment  alone. 
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but  there  is  no  doubt  that  the  patient  may  be  saved  much 
time  and  annoyance  by  treating  them  locally  the  moment 
they  appear.  Under  the  term  moist  lesions  I  am  including 
all  affections  of  the  mucous  membranes,  as  well  as  the  moist 
papules  or  condylomata.  The  application  of  the  solid  stick 
of  silver  nitrate  is  handy  and  efficacious  if  somewhat  painful, 
or  calomel  and  starch  may  be  used  for  condylomata,  and  a 
strong  solution  of  chromic  acid  for  the  mucous  membranes. 
If  there  are  any  signs  of  iritis  present,  mercury  must  be 
pushed  to  the  extreme  limits  compatible  with  safety,  and  at 
the  same  time  atropine  should  be  dropped  into  the  eye  to 
obviate  the  formation  of  synechiiB.  Again,  in  cases  where 
the  early  throat  tends  to  ulcerate  severely,  the  effect  of  the 
mercury  must  be  very  carefully  watched,  as  it  sometimes 
happens  that  the  energetic  use  of  the  drug  tends  rather  to 
aggravate  the  condition.  If  such  turn  out  to  be  the  case, 
you  will  do  well  to  suspend  the  mercury  for  a  short  time, 
and  substitute  iodide  with  local  paintings  of  chromic  acid. 
But  you  must  return  to  the  mercury  directly  the  throat  is 
better,  and  put  the  patient  through  the  prolonged  course  as 
before.  Another  case  where  you  may  have  to  use  iodide 
early  is  when  either  the  headache  or  the  osteocopic  pains 
are  very  severe,  but  in  this  case  you  merely  combine  the 
drugs  without  dropping  the  mercury,  and  as  only  moderate 
doses  of  the  iodide  are  needed  you  may  advantageously  give 
the  biniodide  mixture,  say  ten  grains  of  potassium  iodide 
and  a  drachm  of  the  Liq.  Hydrarg.  Perchlor.  (B.  P.). 

In  the  later  stages  of  the  disease  you  will,  of  course,  use 
iodide  much  more  freely,  but  I  would  have  you  always  look 
upon  it  as  a  drug  with  which  to  clear  up  symptoms, 
especially  gummatous  and  ulcerative  lesions,  and  in  no 
sense  a  substitute  for  mercury.  As  a  matter  of  fact  one 
seldom  tries  the  effect  of  mercurial  treatment  alone  in  these 
late  lesions,  but  in  cases  where  iodide  has  caused  so  much 
disturbance  that  I  have  been  obliged  to  depend  on  mercury 
alone,  I  have  been  astounded  to  find  how  quickly  and 
thoroughly  it  has  done  the  work.  In  many  cases  where 
speed  is  necessary  you  may  have  to  use  large  doses  of  the 
iodide,  but  it  is  as  well  to  begin  with  moderate  doses,  and 
to  increase  them  rapidly  if  you  find  it  causes  no  ill  effects 
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and  does  not  act  strongly  enough,  especially  in  tlie  case  of 
gummatous  disease  of  the  nervous  system,  in  which  mercury 
should  be  used  as  well.  Locally  there  are  many  prepara- 
tions which  may  be  applied  to  cutaneous  lesions, — oleate  of 
mercury  in  strengths  of  from  2  to  5  per  cent.,  the  Ung. 
Hydrarg.  Nitrat.,  the  Ung.  Hydrarg.  Ammoniati,  both 
either  diluted  or  full  strength,  and  the  Ung.  Hydrarg. 
Oxid.  Rubri,  the  last  being  useful  for  indolent  ulcerating 
lesions. 

For  cases  of  very  malignant  syphilis  there  is  a  treatment 
known  as  Zittman's  sarsaparilla  treatment.  The  treatment 
consists  in  placing  the  patient  in  a  hot  room  on  a  diet  rich 
in  animal  food  and  poor  in  vegetables,  and  with  no  fruits, 
and  administering  four  half-pint  doses  of  the  strong 
decoction  drunk  hot  in  the  morning,  followed  by  the  same 
number  of  similar  doses  drunk  cold  in  the  afternoon.  The 
patient  is  kept  in  bed  nearly  all  day,  and  the  treatment 
lasts  a  fortnight.  The  strong  decoction  contains  small 
amounts  of  mercury  and  the  weak  none.  The  other  in- 
gredients are  sarsaparilla,  senna,  aromatics,  and  aluminium 
sulphate.  The  results  are  often  brilliant,  and  especially  so 
where  obstinate  ulcerations  are  present  which  have  still 
progressed  in  spite  of  the  use  of  mercury  and  iodide. 

Lately  there  have  been  introduced  treatments  by  the  use 
of  serums  of  resistant  animals,  and  serum  of  human  beings 
who  have  passed  through  the  disease.  Of  the  former  the 
results  seem  doubtful,  but  the  latter  seems  quite  useless. 

With  the  mention  of  these  last  methods  I  have  finished 
what  I  had  to  say,  with  the  exception  that  I  should  like  to 
repeat  the  opinion  which  I  have  been  expressing  throughout 
the  part  of  my  paper  which  deals  with  treatment,  namely, 
that  iodide  may  be  used  to  help  in  the  improvement  of  some 
symptoms,  but  on  mercury  must  we  rely  wherewith  to 
combat  the  disease. 


VOL.  IV. 


THE  ENURESIS   OE   CHILDHOOD. 


By  RAYMOND  CRAWFURD,  M.A.,  M.D.,  M.R.C.P. 


So  many  victims  of  this  disorder  have  come  into  my  hands 
for  treatment  in  the  Out-patient  Department  of  a  large 
Children's  Hospital  in  the  course  of  the  last  two  years,  that 
I  feel  justified  in  discussing  some  of  the  facts  that  I  have 
observed,  and  some  of  the  inferences  that  may  be  drawn  from 
them.  The  term  "  incontinence  '^  is  a  misnomer  for  this 
condition,  as  we  have  to  deal  not  with  a  continuous  leakage, 
but  with  a  full  involuntary  evacuation  of  the  bladder.  Such 
forms  of  enuresis  as  are  due  to  disease  or  malformation  of 
the  genito-urinary  passages,  or  as  arise  out  of  organic  disease 
of  the  nervous  system,  fall  into  a  totally  distinct  category 
from  the  cases  of  purely  functional  disturbance  with  which  I 
propose  to  deal.  Before  discussing  the  deviations  from  the 
normal  to  which  this  disorder  may  be  due,  it  will  be  well 
briefly  to  consider  the  normal  mechanism  of  micturition. 
Evacuation  of  the  bladder  is  under  the  control  of  a  spinal 
centre  situate  in  the  lowest  portion  of  the  lumbar  cord. 
This  centre  is  composed  of  three  functionally  distinct  parts: 
(1)  A  sphincter  centre.  This  centre  is  always  active  unless 
inhibited  either  by  cerebral  impulses  or  afferent  messages 
from  the  bladder  of  a  sufficiently  forcible  character.  (2) 
A  detrusor  centre.  This  centre  is  situate  somewhat  higher  in 
the  cord  than  the  sphincter  centre,  and  governs  the  con- 
tracture  of   the   vesical   muscle :   it    differs    also    from    the 
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sphincter  centre  in  being  but  occasionally  active.  (3)  A 
sensory  centre,  which  stands  as  a  halfway  house  between 
the  bladder  and  the  brain  in  admitting  the  desire  of  micturi- 
tion into  consciousness. 

The  spinal  centre  in  turn  is  under  control  of  a  brain  centre, 
which  has  not  yet  been  definitely  localised  :  physiological 
analogies  would  suggest  a  position  in  the  cerebral  cortex. 
The  connecting  route  between  the  brain  centre  and  the  spinal 
centre  is  likewise  a  matter  of  conjecture. 

The  muscular  coat  of  the  bladder  is  connected  to  the 
spinal  centre  by  both  afferent  and  efferent  nerves  ;  the 
afferent  nerves  pass  through  certain  posterior  roots  of  the 
sacral  nerves,  while  the  efferent  fibres  are  carried  in  the 
hypogastric  plexus  and  nervi  erigentes.  Normally  the 
bladder  is  closed  by  contraction  of  the  sphincter  vesicae 
against  the  expulsive  force  of  the  muscle  coat  of  the  bladder  ; 
the  contraction  of  the  sphincter  vesicae  can  be  reinforced  by 
that  of  the  compressor  urethrae,  an  accessory  urethral  sphinc- 
ter which  is  in  every  sense  a  pure  voluntary  muscle. 

At  a  certain  degree  of  distension  the  nerve  terminals  of 
the  bladder  convey  an  impulse  to  the  sensory  portion  of  the 
spinal  centre,  which  induces  simultaneous  contraction  of  the 
detrusor  urinae,  and  relaxation  of  the  sphincter  vesicae,  so 
that  the  urine  escapes  under  pressure  from  the  bladder. 
But  micturition  may  be  controlled  by  the  will,  for  the  sensory 
centre  in  the  cord  communicates  the  message  to  the  centre 
in  the  brain,  and  the  brain  centre  may  sustain  the  tonic 
activity  of  the  vesical  sphincter.  The  brain  centre  appa- 
rently may  not  only  inhibit,  but  may  also  stimulate  micturition, 
because  in  disease,  when  the  communications  of  the  brain 
centre  with  the  spinal  centre  are  interrupted  either  in  the 
brain  or  in  the  cord,  the  bladder  becomes  over-distended, 
and  relieves  itself  by  a  dribbling  overflow.  As  soon  as  a  few 
drops  of  urine  have  entered  the  proximal  portion  of  the 
urethra,  which  is  intensely  sensitive  to  its  presence,  still 
stronger  impulses  are  conveyed  to  the  sensory  spinal  centre, 
which  may  either  be  manifested  by  a  steady  and  vigorous 
stream  of  urine,  or  if  the  brain  centre  will  so  have  it  by 
stubborn  contraction  of  the  compressor  urethrae,  with  retention 
of  the  bladder  contents.      In  early  infancy  the  brain  centre 
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has  not  yet  assumed  functional  activity,  so  that  reflex  mictu- 
rition is  not  resisted  by  the  will :  hence  enuresis  is  a  normal 
condition  in  infants,  because  of  the  functional  immaturity  of 
the  centres  of  inhibition.  It  is  as  though  in  infancy  the 
connections  of  the  spinal  and  cerebral  centres  were  cut,  for 
will  at  this  period  is  a  negative  quantity.  But  as  infancy 
passes  into  childhood  the  centre  of  inhibition  is  developed, 
and  micturition  comes  under  control  of  the  will.  The  age  at 
which  children  acquire  control  of  the  bladder  varies  very 
much,  both  with  the  educability  of  the  child  and  with  the 
skill  and  patience  of  the  nurse.  Occasionally  this  end  may 
be  attained  even  within  the  first  year,  but  commonly  not  till 
an  advanced  period  of  the  second  year,  and  sometimes  even 
later.  Functional  enuresis  is  not  often  due  to  continuance 
of  the  infantile  condition,  but  is  rather  a  retrograde  tendency 
setting  in  after  control  has  been  established.  In  my  own 
cases  the  average  age  of  recurrence  was  between  three  and 
four  years  old,  but  Guy  on  fixes  it  at  four  to  five  years,  and 
others  even  at  eight  to  twelve.  Most  cases  tend  to  spon- 
taneous recovery  at  about  five  to  seven  years,  but  some 
persist  right  up  to  puberty  :  the  periods  of  second  dentition 
and  puberty  often  seem  to  favour  recovery  even  in  the  most 
intractable  cases.  But  quite  apart  from  the  immature  con- 
dition of  the  centres  of  inhibition,  we  have  also  to  reckon  in 
infancy  with  a  heightened  sensitiveness  of  the  reflex  nervous 
mechanism.  Witness  the  frequency  of  convulsions  in  infancy, 
and  we  shall  see  that  many  cases  of  enuresis  are  associated 
with  the  presence  of  some  irritant  within  or  adjacent  to  the 
genito-urinary  tract.  During  sleep  the  inhibitory  influence 
of  the  will  is  very  largely  in  abeyance,  so  that  while  diurnal 
enuresis  is  comparatively  rare,  nocturnal  enuresis  is  exces- 
sively common.  In  considering  the  influence  of  external 
irritants,  it  is  most  important  to  carry  in  mind  the  regional 
distribution  of  the  pudic  nerve  ;  it  is  distributed  to  the  base 
of  the  bladder,  the  prostate,  the  integument  of  the  penis, 
scrotum,  and  perinseum,  the  urethral  muscles  and  raucous 
membrane,  and  the  sphincter  ani.  In  the  female,  branches 
of  this  nerve  supply  the  uterus,  vagina,  and  vulva. 

Speaking    generally,    we    have  in   enuresis   to   deal  with 
instability    or    disturbance    of    some    part   of    the    nervous 
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mechanism  of  micturition.  In  some  cases  we  find  an  exalted 
excitability  of  the  nervous  centres,  so  that  the  response  to 
ordinary  excitants  is  excessive  ;  while  in  others  with  a 
normal  central  nervous  system  we  find  irritable  or  irritated 
peripheral  nerves  that  stimulate  the  centre  too  strongly  or 
too  often.  Thus  the  nervous  system  may  be  hit  at  the 
centre,  in  the  cord  or  in  the  brain,  or  at  the  periphery,  in 
the  bladder  or  its  neighbourhood.  Trousseau  regarded 
enuresis  as  essentially  a  neurosis,  and  it  must  have  struck 
every  one  that  the  sufferers  are  not  of  the  dull,  lethargic 
order  of  beings,  but  are  for  the  most  part  mentally  pre- 
cocious children,  whose  nervous  mechanism  is  ever  ready 
to  run  riot.  This  neurotic  tendency  is  not  infrequently  a 
parental  legacy  to  the  child,  but  I  have  failed  to  establish 
a  direct  inheritance  of  the  habit,  although  a  marked  family 
predisposition  may  often  be  found  to  exist.  I  have  myself 
knowledge  of  a  family  of  six  children,  every  one  of  whom  has 
suffered  ;  in  such  a  case  it  is  open  to  ask  how  far  defective 
training  by  the  nurse  or  mother  has  reacted  on  all  the  off- 
spring. As  would  be  expected,  there  is  a  close  relationship 
to  the  other  neuroses  of  childhood,  and  I  have  noted  the 
concurrence  of  somnambulism,  night  terrors,  convulsions, 
the  many  multiple  nervous  manifestations  of  rickets,  and 
more  rarely  epilepsy.  Over-pressure  at  school,  pushing  the 
mental  faculties  to  unduly  rapid  development,  has  seemed 
to  me  in  several  cases  to  be  at  the  bottom  of  the  trouble  ; 
one  little  girl,  with  diurnal  enuresis,  suffered  only  in  class, 
under  the  stress  and  preoccupation  of  lessons,  and  it  would 
have  been  absurd  to  suspect  her  of  wilful  uncleanliness.  Far 
more  often  this  nervous  instability  is  the  remainder  of  some 
acute  illness  or  some  prolonged  drain  on  the  health  and 
strength  of  the  child.  Angemia  is  seldom  absent,  and  one 
can  readily  understand  how  such  a  cause  may  increase  the 
reflex  excitability  of  the  lower  centres,  so  that  they  respond 
to  minimal  stimuli,  or  may  lessen  the  functional  activity  of 
the  higher  cerebral  centres,  so  as  to  diminish  their  inhibitory 
influence  over  the  spinal  centres,  in  each  case  as  a  result  of 
malnutrition.  Rachford  found  marked  anaemia  in  80  per 
cent,  of  his  cases.  The  anaemia  of  childhood,  though  usually 
referable  to  bad  hygienic  conditions  and  improper  feeding, 
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is  nob  infrequently  linked  to  rickets,  tuberculosis^  rheumatism, 
and  syphilis,  and  with  such  an  association  we  have  an  im- 
portant lead  in  therapeutics.  I  have  been  particularly 
struck  with  the  frequency  of  rheumatism  in  the  child  or  its 
parents  ;  what  it  means  is  not  quite  clear,  but  I  know  no 
disease  of  childhood  which  produces  so  rapid  and  so  per- 
sistent a  state  of  anaemia,  and  that  may  be  the  cue.  It  has 
been  suggested  that  the  urine  of  rheumatic  patients  is 
peculiarly  acid  and  irritating  ;  this,  however,  I  have  failed 
to  substantiate  in  a  number  of  cases  in  which  I  have  care- 
fully tested  the  reaction  of  the  urine.  More  than  once 
adenoid  growths  have  been  to  blame  for  the  habit — a  matter 
of  small  surprise  in  the  face  of  the  train  of  nervous  symptoms 
so  commonly  resulting  from  their  presence. 

Again,  it  is  possible  that  the  central  nervous  system  may 
be  deranged  by  psychical  influences,  but  I  cannot  say  that 
I  am  convinced  of  such  a  psychopathic  form  of  enuresis. 
Such  psychic  disturbances  originating  in  the  brain  may  con- 
ceivably be  transmitted  as  impulses  to  the  spinal  centres,  and 
induce  micturition.  The  child  may  dream  that  he  is  in  a 
convenient  spot  to  ease  himself,  and  take  advantage  of  it. 
Certainly  some  children  are  intensely  sensitive  to  the  un- 
cleanliness  of  the  habit,  and  it  is  possible  that  they  may  thus 
be  subject  to  some  kind  of  auto-suggestion.  I  have  never 
know  a  child  volunteer  the  existence  of  such  a  reve  urinairej 
and  with  children  nothing  could  be  more  fallacious  than 
evidence  based  on  the  answers  to  a  leading  question. 

Besides  these  cases  of  neurotic  origin,  there  are  many  in 
which  the  chief  if  not  the  whole  exciting  cause  is  found  in 
the  distal  portion  of  the  nerve  nexus.  Such  irritants  will 
of  course  act  at  a  great  mechanical  advantage  in  a  neurotic 
subject.  The  greater  incidence  of  the  disorder  on  the  male 
sex  seems  to  me  to  point  to  the  relatively  greater  import- 
ance of  these  peripheral  irritants,  such  as  one  would  expect 
from  the  length  and  complexity  of  the  male  urethra  com- 
pared with  the  female.  They  may  exist  in  the  urine,  or  in 
any  part  of  the  genito-urinary  tract,  or  even  in  the  imme- 
diate neighbourhood,  in  the  area  of  its  nervous  connections. 
High  acidity  of  the  urine  is  a  well-recognised  cause,  and 
in  specimens  that  have  been  brought  to  me  uratic  deposits 
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have  sometimes  been  parfciculai'ly  abundant ;  excessive  alka- 
linity is  comparatively  rare.  I  bave  observed  from  time  to 
time  the  concurrence  of  mitral  disease,  but  have  failed  to 
find  therewith  any  marked  increase  of  the  solid  constituents 
of  the  urine,  so  that  the  associated  anaemia  seems  the  most 
probable  explanation.  Other  cases  seem  to  depend  rather 
on  the  increased  quantity  than  on  the  altered  quality  of  the 
urine.  Thus  enuresis  is  much  more  common  in  the  winter 
months  than  in  the  summer,  sometimes  appears  to  be  due 
to  an  excessive  intake  of  liquids,  and  sometimes  is  a  danger 
signal  heralding  the  presence  of  diabetes  or  chronic  nephritis. 
A  trace  of  albumen  will  be  found  in  the  urine  now  and 
again  in  some  cases,  but  I  have  never  been  able  to  satisfy 
myself  of  the  existence  of  chronic  nephritis  in  this  connec- 
tion. Where  I  have  found  albumen  it  has  usually  been 
quite  transitory,  and  I  do  not  hazard  any  theory  of  its 
origin. 

The  hour  of  night  at  which  enuresis  most  often  occurs  is 
strongly  opposed  to  its  occurrence  from  over-distension. 
There  is  no  absolute  rule  in  the  matter,  but  about  two  hours 
after  going  to  bed  is  the  usual  time,  though  some  drift  on 
till  after  midnight,  and  exceptionally  to  the  early  hours  of 
morning. 

In  some  cases  the  irritant  resides  in  the  bladder  itself, 
may  be  in  cystitis  or  calculus,  conditions  that  render  its 
muscle  coat  unduly  sensitive ;  such  conditions  in  children 
are  rare.  There  is  also  a  condition  of  the  bladder  which, 
though  more  properly  an  effect  than  a  cause  of  enuresis, 
serves  to  render  the  habit  persistent ;  this  is  a  contracted 
state  of  the  bladder,  so  that  it  can  only  hold  the  smallest 
amount  of  urine,  and  must  constantly  relieve  itself  by  over- 
flow. Sometimes  the  external  genitals  are  at  fault ;  one 
most  often  finds  either  a  simple  phimosis,  or  preputial  ad- 
hesions. Neither  of  these  conditions  in  itself  will  probably 
cause  enuresis,  but  only  by  reason  of  the  balanitis  that  is  set 
up  by  the  retained  secretion.  Adhesions  about  the  clitoris 
have  never  come  under  my  notice.  When  a  narrow  meatus 
or  a  very  close  phimosis  presents  an  actual  impediment  to 
the  flow  of  urine,  the  condition  is  quite  distinct ;  then  there 
is  retention  with  incontinence   from   over-distension,  in  the 
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daytime  there  is  frequency  of  micturition,  and  during  sleep 
iucontinence.  Immediately  micturition  is  over  the  desire 
returns. 

Occasionally  masturbation  and  enuresis  co-exist.  Is  the 
one  the  cause  of  the  other,  or  is  it  a  casual  coincidence  ? 
No  doubt  the  habit  tends  to  centre  attention  on  the  genitals_, 
and  may  give  rise  to  a  psychopathic  enuresis.  In  one  boy 
I  noticed  an  extreme  hyper-sensitiveness  of  the  deep  urethra 
on  passing  a  catheter,  and  the  fancy  has  struck  me  that 
possibly  repeated  masturbation  may  render  the  urethra 
hyper-sensitive.  If  this  be  so,  we  can  readily  understand 
how  the  entry  of  a  few  drops  of  urine  into  the  urethra 
would  stir  the  spinal  centre  into  activity,  and  evacuation  of 
the  bladder  ensue.  Yulvo-vaginal  catarrh  seems  now  and 
again  to  be  the  efficient  cause. 

In  describing  the  distribution  of  the  pudic  nerve  we 
pointed  out  the  nervous  communications  of  the  bladder  and 
rectum.  In  this  manner  threadworms,  rectal  polypi,  a 
loaded  bowel,  fissures,  and  other  local  derangements  seem  to 
set  some  cases  in  motion.  There  can  be  no  doubt  of  the 
malign  influence  of  constipation,  but  I  cannot  say  that  I 
have  found  threadworms  with  greater  frequency  in  the 
subjects  of  enuresis  than  in  other  children. 

So  much  for  the  nervous  background  of  enuresis,  but  in 
the  foreground  two  main  physical  faults  stand  prominently 
out :  on  the  one  hand  there  is  excessive  irritability  of  the  mus- 
cular coat  of  the  bladder,  on  the  other  deficient  resisting  power 
of  the  sphincter.  Should  the  two  conditions  co-exist,  mictu- 
rition will  be  frequent  and  imperative  even  during  the  day- 
time j  the  expulsive  energy  of  the  bladder  is  increased,  while 
its  power  to  resist  expulsion  is  diminished.  But  even  with 
a  normal  strength  of  sphincter  an  irritable  bladder  will  dis- 
charge its  contents  reflexly  during  sleep,  because  the  sphinc- 
ter needs  a  voluntary  reinforcement  to  meet  the  increased 
pressure.  During  the  day,  however,  the  child  feels  the 
contraction  of  the  bladder  imminent,  and  can  either  resist 
it  by  an  effort  of  will,  or  find  a  convenient  place  for  empty- 
ing it,  and  enuresis  is  averted.  Conversely  there  seem  to 
be  some  cases  in  which  there  is  no  undue  irritability  of  the 
bladder  muscle,  but  the  whole  fault  lies  in  the  weakness  of 
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the  sphincter.  In  these  cases  there  is  no  pressing  desire,, 
but  utter  inability  to  retain  the  urine  at  a  certain  degree  of 
distension. 

With  a  knowledge  of  the  multiple  causes  that  may  under- 
lie the  disorder,  we  shall  be  in  a  position  to  lay  down 
our  treatment  on  rational  grounds.  Judging  from  my  out- 
patient experience,  I  should  say  we  have  made  very  little 
advance  in  this  direction  since  1701  a.d.,  when  Dr.  Johann 
Hellfisch  Jiingken  of  Frankfort  launched  his  treatise,  ^A 
Good  and  Careful  Medicus '  on  the  world.  In  the  preface 
he  warns  the  public  against  the  doctrines  of  old  women  and 
sorcerers,  and  professes  to  recommend  only  remedies  which 
he  knows  from  his  own  experiments  to  be  of  value.  He 
states  that  enuresis  can  be  perfectly  cured  "  if  a  live  crab  is 
burnt  to  ashes  in  a  jar  (the  jar  must  be  new)  ^' — a  delight- 
ful touch  of  scientific  exactness — "  and  the  powder  hung 
around  the  neck  in  a  little  bag.^'  But  to  return,  in  most 
instances  we  are  confronted  at  the  outset  with  a  state  of 
nervous  instability  that  needs  to  be  dealt  with  on  general 
principles.  The  most  approved  combinations  of  drugs,  the 
most  fashionable  alkaloids,  can  hardly  hope  to  transform  a 
temperament  in  a  few  weeks,  but  they  may  serve  just  to 
re-establish  equilibrium  ;  and  if  in  addition  some  remediable 
cause  of  irritation  be  found,  it  may  be  fair  sailing  from  the 
start.  A  few  weeks  of  running  wild  in  fresh  country  air,  a 
respite  from  lessons,  a  more  liberal  allowance  of  sleep,  may 
succeed  where  medicine  has  failed  to  invigorate  the  nervous 
system.  Where  anaemia  is  manifest  one  may  often  succeed 
with  some  light  preparation  of  iron  along  with  nux  vomica, 
with  or  without  adjuvant  remedies,  as  the  indications  of  the 
individual  case  suggest.  If  a  rheumatic  tendency  is  estab- 
lished, it  is  well  to  give  salicylates  a  trial ;  a  favourite  com- 
bination across  the  Atlantic  is  as  follows  : 
R   Sodii  Benzoatis     ") 


Sodii  Salicylatis    ) 
Tincturse  Belladonnas 
Aquas  purse 
Give    one  teaspoonful  two   or   three 
child  of  five  years. 


aa 


5^3 


ad  fl.  5iij. 
times  daily. 


M. 


F( 


Yet  one  must  be  careful,  in  treating  rheumatism,  not  to 
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lose  sight  of  auaemia,  which  sooner  or  later  will  demand 
iron.  Goodhart  fancies  that  in  these  rheumatic  subjects 
the  urine  is  unduly  acid,  and  recommends  abstinence  from 
animal  food  for  a  week  to  ten  days,  and  the  addition  of 
some  bicarbonate  of  potash  to  the  food.  But  as  I  have 
failed  to  detect  any  such  hyperacidity,  so  also  have  I  been 
disappointed  of  any  benefit  from  this  remedy.  Now  and 
again  I  have  felt  ashamed  of  myself  for  curing  a  case  by 
having  a  crop  of  adenoids  removed,  and  others  unblushingly 
acknowledge  the  same  success.  I  am  quite  clear  that  tea 
given  to  children  at  the  evening  meal  is  sometimes  at  the 
root  of  the  disorder,  and  more  than  once  I  have  been 
rewarded  by  forbidding  it.  I  know  no  special  virtue  in 
any  other  dietary  restrictions  over  and  above  those  that 
promote  general  well-being ;  within  this  limit  one  cannot 
pay  too  much  attention  to  the  state  of  the  digestive  tract. 
One  is  only  too  familiar  with  the  occurrence  of  convulsions 
in  the  presence  of  some  slight  digestive  derangement,  and 
the  same  holds  good  in  enuresis.  I  have  never  had  any 
experience  of  psychopathic  enuresis,  and  may  I  never  have 
if  corporal  punishment  be,  as  suggested,  the  appropriate 
treatment :  ^^  vigorous  spanking  of  the  nates,^'  we  are  told 
in  the  most  recent  American  literature,  '^has  many  advo- 
cates ^'  in  Chicago.  I  can  conceive  no  means  better 
calculated  to  rivet  the  child's  thoughts  on  the  urinary 
apparatus,  so  as  to  intensify  the  mental  inclination  to  a 
maximum.  For  such  cases  suggestion  would  at  least 
supply  a  rational  procedure.  Liebeaut  met  with  some 
amount  of  success  by  this  method.  He  aimed  at  securing 
some  degree  of  hypnosis,  and  then  suggested  to  the  child 
to  get  up  at  fixed  hours  to  pass  water,  gradually  prolonging 
the  interval  until  control  was  re-established. 

In  all  cases  a  careful  and  minute  search  should  be  made 
for  an  irritant,  but  even  if  such  be  found  and  removed,  it 
by  no  means  follows  that  the  habit  will  be  cured;  so  often 
it  has  been  merely  the  match  that  has  fired  the  train.  If 
the  urine  be  unduly  acid,  a  few  drops  of  liquor  potass83 
with  a  little  belladonna  may  be  given,  till  litmus  paper 
shows  a  neutral  reaction  of  the  urine.  Nothing  could  be 
more   prejudicial  than   cutting  down  the  supply  of  liquid. 
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which  along  with  ti  draught  of  belladonna  see  ins  to  be  the 
general  stock-in-trade  for  the  treatment  of  all  forms  of 
enuresis.  Water  should  be  freely  given  to  diminish  the 
concentration  of  the  urine,  or  milk,  than  which  I  know  few 
better  diuretics.  If,  on  the  other  hand,  there  be  reason  to 
suspect  the  quantity  of  the  urine,  then  it  may  be  well  to 
cut  down  the  amount  of  liquid  taken  in  the  later  hours 
of  the  day.  Such  children  should  be  made  to  pass  their 
water  before  getting  into  bed,  and  again  when  the  parents 
go  to  bed,  and  if  possible  once  again  in  the  remainder 
of  the  night. 

In  cases  of  long  standing  one  may  have  to  deal  with  a 
contracted  bladder.  In  the  daytime  the  child  should  be 
encouraged  to  hold  his  water  as  long  as  possible,  so  as  to 
exert  some  distending  pressure  on  the  bladder  walls.  Or 
it  may  be  necessary  to  have  recourse  to  forcible  distension 
by  the  hydrostatic  pressure  of  any  antiseptic  solution ;  the 
treatment  is  analogous  to  dilatation  of  urethral  stricture  by 
means  of  sounds,  and  as  in  this  latter  case  must  be  repeated 
at  intervals  so  as  to  prevent  recontracture. 

When  preputial  adhesions  exist  these  should  be  broken 
down,  so  that  the  smegma  may  be  removed;  daily  retrac- 
tion and  scrupulous  cleanliness,  aided  by  the  use  of  a  little 
lubricating  oil,  will  usually  prevent  their  recurrence.  Phi- 
mosis may  often  be  successfully  dealt  with  by  simple 
dilatation  of  the  orifice,  and  in  exceptional  cases  by  circum- 
cision. When  belladonna  has  failed,  the  foreskin  is  the 
usual  scapegoat  of  the  practitiouer^s  inability  to  check  the 
disorder.  Rarely  is  there  any  justification  for  such  a 
procedure,  and  I  should  like  to  put  it  on  record  that  I  have 
met  more  than  one  case  of  enuresis  that  has  dated  definitely 
from  circumcision.  This  I  conceive  to  be  due  to  exposure 
of  the  sensitive  glans  penis. 

When  any  form  of  obstruction  has  led  to  over-stretching 
and  atony  of  the  vesical  muscle,  stimulant  injections  of 
silver  nitrate  into  the  bladder  have  been  useful  in  restoring 
its  power  of  spontaueous  contractility,  and  along  with  such 
local  treatment  nux  vomica  or  ergot  may  be  usefully  em- 
ployed. 

Masturbation    should    be   kept    in    mind  and   prohibited. 
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If  we  have  reason  to  suspect  a  hyper-sensitive  urethra_,  local 
sedative  treatment,  such  as  the  instillation  of  cocaine  up  to 
the  proximal  urethra,  may  be  employed  for  a  while,  and 
daily  passage  of  a  catheter,  so  as  to  accustom  the  urethra 
to  resist  irritation.  If  bromides  have  any  place  in  the 
treatment  of  enuresis,  there  would  seem  to  be  suitable  cases 
for  their  exhibition.  For  my  part,  I  look  with  suspicion  on 
any  drug  that  deepens  the  slumber  of  the  higher  nervous 
system. 

There  is  no  need  to  enlarge  upon  the  appropriate  treat- 
ment of  constipation,  threadworms,  and  the  other  intestinal 
disorders  we  may  meet.  If  a  loaded  rectum  or  the  normal 
lodgment  of  faeces  at  the  sigmoid  flexure  appear  to  excite 
the  incontinence,  beyond  treating  the  constipation  it  may 
be  well  to  teach  the  child  to  relieve  his  bowels  in  the 
evening  instead  of  the  morning. 

How  and  when  should  belladonna  be  employed  ?  The 
function  of  belladonna  is  to  lessen  abnormal  excitability  of 
the  muscular  coat  of  the  bladder,  and  as  this  is  present  in 
almost  every  case  of  enuresis,  either  from  undue  irritability 
of  the  vesical  nerves,  or  from  undue  sensitiveness  of  the 
nervous  centres,  it  will  be  seen  that  belladonna  has  justly 
a  very  extensive  sphere  of  application.  This,  however,  is 
far  from  saying  that  belladonna  is  a  specific  remedy.  In 
my  experience  belladonna  is  a  comparatively  useless  drug 
except  as  an  adjuvant  to  other  remedies.  It  is  futile  to 
stake  one's  expectations  on  belladonna  when  anaemia  is 
manifestly  the  prime  cause  of  the  derangement,  while  a 
combination  of  iron  and  belladonna  will  in  all  probability 
effect  a  permanent  cure.  To  Trousseau,  as  for  so  much 
that  is  good  in  therapeutics,  we  are  indebted  for  the 
application  of  belladonna  to  the  treatment  of  enuresis  ;  the 
dose  should  be  pushed  to  its  physiological  limits, — that  is  to 
say,  till  dryness  of  the  throat,  dilatation  of  the  pupil,  or 
even  the  specific  eruption  affords  a  danger  signal.  It  is  of 
the  utmost  importance  not  to  abruptly  relinquish  the  drug 
as  soon  as  the  habit  is  broken,  or  recurrence  will  almost 
certainly  lead  to  disappointment.  It  is  best  to  maintain  for 
a  week  or  so  the  full  dose,  and  then  gradually  diminish 
the  dose   over  a   period   of  weeks,      I  am  in  the   habit   of 
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commencing  with  10 — 15  drops  of  the  tincture  three  times  a 
day  for  a  child  of  four  to  five,  and  increasing  weekly  by  5 
minims  to  each  dose  till  there  is  some  sign  either  of  abate- 
ment of  the  disorder  or  of  physiological  reaction.  Holt 
considers  the  alkaloid  preferable,  and  uses  a  solution  of 
atropine,  1  grain  to  2  ounces  of  water,  and  fixes  the  dosage 
at  one  drop  of  this  solution  for  each  year  of  the  child's  age. 
For  nocturnal  enuresis  he  gives  at  first  a  dose  at  4  p.m.  and 
10  p.m.,  and  subsequently  introduces  another  at  7  p.m. 
The  greater  constancy  of  strength  is  the  only  obvious 
advantage  of  the  alkaloid ;  on  the  other  hand,  atropine 
salts  easily  decompose  in  solution,  although  an  exception  is 
claimed  in  favour  of  the  unofficial  atropine  salicylate. 

When  weakness  of  the  sphincter  of  the  bladder  is  super- 
added to  irritability  of  the  muscular  coat,  no  combination  is 
so  beneficial  as  that  of  belladonna  and  nux  vomica ;  often  it 
acts  like  magic.  Other  drugs,  such  as  ergot  and  rhus 
aromaticn,  are  extolled  as  substitutes  for  strychnine,  but  I 
have  carefully  tried  both  and  found  them  inferior.  Ergot 
appears  to  act  upon  the  vesical  sphincter  in  much  the  same 
way  as  upon  uterine  muscle.  In  severely  atonic  cases  ergot 
and  strychnia  may  be  given  in  combination.  Rhus  aromatica 
is  most  suitably  prescribed  in  the  form  of  the  fluid  extract, 
with  a  little  mucilage  and  water  :  given  alone  I  have  found 
it  comparatively  ineffectual,  but  combined  with  belladonna 
an  excellent  combination  in  some  cases  in  which  nux  vomica 
has  seemed  undesirable.  The  use  of  the  interrupted  current 
has  been  advocated  as  a  rational  measure  in  these  cases  of 
atony  of  the  sphincter,  but  I  can  offer  no  opinion  of  its  use- 
fulness, as  I  have  never  employed  it  myself,  nor  seen  others 
do  so.  A  disc  electrode  is  placed  on  the  symphysis  pubis, 
attached  to  the  positive  pole,  and  a  bougie,  insulated  except 
at  its  extremity,  is  passed  up  to  the  sphincter  and  attached 
to  the  negative  pole. 

It  is  a  popular  belief  that  sleeping  on  the  back  predisposes 
to  enuresis,  and  various  preventives,  such  as  blistering  the 
sacrum,  have  been  recommended.  I  have  not  found  these 
barbarities  justified  by  the  facts :  night  nurses  who  have 
watched  children  carefully  for  me  assure  me  that  it  is  quite 
independent  of  the  position  in  which  the  child  is  lying.      I 
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have  also  tried  tilting  the  foot  of  the  bed,  and  raising  the 
pelvis  on  a  pillow,  so  as  to  throw  the  weight  of  urine  off  the 
sensitive  trigone  ;  but  though  at  first  some  improvement  has 
occurred,  I  have  never  found  it  maintained. 


LEUCOERHCEA.* 


By  HUGH  PLAYFAIR,  M.D.,  M.R.C.P. 


Though  lencorrhoea  is  not  a  disease  'per  se,  but  is  merely 
symptomatic  of  a  more  or  less  abnormal  condition  of  the 
mucous  membrane  of  the  genital  organs,  either  alone  or  in 
association  with  some  primary  constitutional  affection,  yet 
the  frequency  with  which  women,  who  present  themselves  at 
the  out-patient  department  of  the  hospital  suffering  from 
various  diseases  of  the  genital  tract,  complain  of  a  discharge, 
warrants  us  in  paying  some  little  attention  to  the  causes 
and  treatment  of  this  frequently  recurring  symptom. 

In  the  old  days  leucorrhcea  used  to  be  almost  exclusively 
applied  to  the  discharge  that  came  from  the  cervix,  which 
on  mixing  with  the  acid  secretions  of  the  vagina,  became 
precipitated  and  formed  the  white  curdy  discharge  appro- 
priately called  ''whites/'  but  as  discharges  very  similar  in 
appearance  may  take  origin  from  other  parts  besides  the 
cervix,  it  has  been  found  necessary  to  extend  the  meaning 
of  the  term  leucorrhcea,  which  is  better  defined  as  ''  a  dis- 
charge or  excessive  secretion,  non-h^emorrhagic  in  character, 
coming  from  any  portion  of  the  mucous  surface  of  the  female 
organs  of  generation/'' 

Independent  of  any  pathological  condition,  the  lining 
membrane  of  the  genital  tract  may  give  rise  to  a  hyper- 
secretion of  mucus  consequent  on  the  physiological  hyper- 
semia  attending  menstruation  (either  before  or  after  the 
appearance  of  the  flow),  and  pregnancy.  Before  the  regular 
establishment  of  the  menses  there  may  be  one  or  more 
*  Read  before  the  King's  College  Mec^ical  Society. 
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monthly  discharges  of  "  whites/^  and  even  after  the  cata- 
raenia  have  appeared,  it  is  not  uncommon  to  see  a  discharge 
taking  the  place  of  a  suppressed  menstrual  period.  It  may 
also  appear  as  the  result  of  arrested  lactation.  Moreover 
its  normal  amount  may  be  said  to  be  greatest  during  the 
period  of  reproductive  activity,  and  smallest  in  quantity 
before  puberty,  and  in  advanced  age,  when  all  the  generative 
organs  undergo  a  more  or  less  marked  process  of  atrophy. 

Leucorrhoea  may  be  conveniently  discussed  under  the 
following  heads,  vulvar,  vaginal,  and  uterine  ;  and  the  causes 
that  operate  on  these  different  parts  may  be  divided  into 
general  and  local.  As  those  included  under  the  term 
^'  general  "  may  give  rise  to  a  discharge  from  either  the 
vulva,  vagina,  or  uterus  in  different  cases,  independent  of 
any  apparent  local  affection,  it  will  save  unnecessary  repeti- 
tion if  these  causes  are  mentioned  now  instead  of  re-stating 
them  under  each  heading. 

General  causes. — (i)  A  rheumatic,  gouty,  syphilitic,  or 
strumous  diathesis  ;  (ii)  a  debilitated  state  of  health  arising 
from  tuberculosis,  rickets,  and  ansBmia,  or  following  upon 
one  of  the  acute  specific  fevers  (these  are  very  frequent 
factors  in  the  leucorrhoea  of  children),  or  from  prolonged 
lactation  or  too  frequent  childbearing ;  passive  congestion 
arising  from  any  obstruction  to  the  circulation  in  the  pelvis, 
or  through  the  heart,  lungs,  or  liver. 

These  various  causes  are,  it  is  probable,  but  predisposing, 
producing  a  condition  of  lowered  vitality  or  lessened  tissue 
resistance,  and  may  or  may  not  be  associated  with  some 
evident  local  affections  of  the  mucous  membrane,  which  will 
now  be  dealt  with  under  their  respective  headings  with  the 
characters  of  the  discharge  issuing  from  each. 

Vulva. — The  vulva  is  plentifully  supplied  with  glands, 
both  mucous,  sweat,  and  sebaceous,  the  former  being  found 
covering  the  nymphae  and  inner  margin  of  the  labia  majora, 
and  in  the  neighbourhood  of  the  urethra ;  and  the  two  latter 
in  the  skin  covering  the  labia  majora.  Besides  these  there 
are  two  large  glands  known  as  the  vulvo-vaginal  glands,  or 
glands  of  Bartholin,  lodged  one  on  each  side  of  the  com- 
mencement of  the  vagina  with  their  ducts  opening  on  the 
inner  side  of  the  nymphae  just  outside   the  hymen.      The 
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secretion  from  these  different  sources  is  supposed  to  be  for 
the  purpose  of  lubrication. 

The  local  causes  of  vulvar  leucorrhoea  may  be  divided  into 
primary  and  secondary,  (a)  Under  the  primary  come 
(i)  injury  from  burns,  caustics,  scalds,  or  cold,  or  the  irrita- 
tion arising  from  continual  masturbation,  too  frequent  coitus, 
or  attempted  rape  ;  (ii)  want  of  cleanliness,  arising  in  infants 
very  often  from  decomposing  urine  or  faeces,  and  in  the  later 
periods  of  life,  especially  in  fat  women,  from  the  collection, 
and  decomposition  of  sweat  and  sebaceous  matter  ;  (iii)  intro- 
duction of  septic  material  from  without,  either  from  dirty 
fingers  in  scratching,  or  gynaecological  manipulations,  or 
from  the  use  of  dirty  sponges,  soiled  linen,  or  unclean 
vessels ;  (iv)  specific  causes,  e.  g.  the  local  contagious  ulcer 
or  ^'  soft  chancre,'^  gonorrhoea,  and  syphilis  in  its  various 
stages  ;  (v)  eruptions  arising  in  the  course  of  specific  fevers, 
or  in  connection  with  skin  diseases  as  acne,  boils,  eczema, 
herpes,  &c. ;  (vi)  irritation  from  the  presence  of  parasites, 
e.  g.  Oxyuris  vermicularis,  Pedicuhts  pubis,  and  Acarns  scahiei  ; 
(vii)  presence  of  new  growths. 

(h)  The  secondary  causes  may  be  due  to  (i)  discharges  from 
the  uterus  and  vagina,  especially  those  arising  from  sloughing 
fibroids  and  malignant  disease,  or  in  connection  with  retro- 
vaginal  and  vesico-vaginal  fistulae  ;  (ii)  abnormal  conditions  of 
urine,  highly  acid,  diabetic,  or  ammoniacal. 

As  it  is  perhaps  more  frequently  found  in  children  and  in 
the  early  periods  of  life,  I  shall  confine  the  remarks  on  the 
characters  of  this  discharge  to  them.  It  is  in  children  espe- 
cially that  the  necessity  arises  of  an  early  recognition  of  the 
complaint,  a  condition  the  importance  of  which  is  not  always 
sufficiently  attended  to,  for  if  the  treatment  is  neglected,  the 
disease,  which  at  first  may  have  been  a  purely  local  one,  by 
extension  to  the  vagina,  uterus.  Fallopian  tubes,  ovaries,  and 
peritoneum  may  probably  be  the  cause  of  many  of  the  de- 
formed and  undeveloped  uteri  with  which  are  associated  so 
many  of  the  troubles  in  after  life,  as  dysmenorrhoca, 
sterility,  and  other  complications.  Vulvar  leucorrhoea  may 
be  the  result  of  a  purely  local  condition  without  affecting  the 
mucous  membrane  higher  up  in  the  canal,  and  the  appear- 
ance of  the  part  will  vary  p-ccor^ing  to  the  condition  present. 
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The  symptoms  and  signs  accompanying  the  discharge  may 
be  almost  nil,  or  be  confined  to  a  sense  of  fulness,  heat, 
and  discomfort  in  the  affected  parts,  together  with  a  certain 
degree  of  liyperaBmia  and  swelling  of  the  mucous  membrane. 

In  this  form  a  viscid  glairy  secretion  is  found  bathing 
the  apposed  surfaces  of  the  pudenda,  which  sometimes  glues 
the  lips  more  or  less  firmly  together  at  their  margins,  and 
stiffens  into  a  crust  on  the  surface  of  the  labia  majora  and 
inside  of  the  thighs.  In  the  more  acute  cases,  as  in  gonorrhoea, 
at  first  the  mucous  membrane  round  the  ostium  vaginae  and 
urethra  is  very  red,  hot,  swollen,  and  tender,  and  later  the 
parts  become  bathed  with  an  intense  yellowish  muco-purulent 
discharge,  which  also  exudes  from  the  urethra ;  sometimes 
the  mucous  glands  become  obstructed  and  a  kind  of  acne 
develops,  or  the  glands  of  Bartholin  may  inflame  and  suppu- 
rate, producing  an  abscess  about  the  size  of  a  pigeon^s  egg. 
Vulvitis  at  times  takes  on  an  epidemic  form  in  children,  and 
is  due  to  a  specific  infection,  the  source  of  which  is  not 
always  easy  to  find.  The  mother  often  has  gonorrhoea,  or  it 
may  be  due  to  infected  clothing,  sponges,  vessels,  or  ther- 
mometers, or  again  it  may  of  course  arise  from  connection, 
but  this  is  comparatively  an  infrequent  cause  in  children. 

Vulvar  leucorrhoea  opens  up  a  wide  field  for  differential 
diagnosis.  We  may  briefly  state  that  a  history  of  dirt,  cold, 
or  a  constitutional  tendency  to  scrofula,  rickets,  or  anaemia, 
and  the  presence  of  a  non-purulent  discharge  which  is  viscid 
and  glairy,  and  the  absence  of  mutilation,  would  be  almost 
conclusive  evidence  of  a  simple  infantile  leucorrhoea.  Gonor- 
rhoea of  the  vulva  in  infancy,  in  default  of  any  definite 
history,  is  diagnosed  by  the  excessive  purulent  discharge,  at 
times  sanguineous,  which  is  not  confined  simply  to  the  ex- 
ternal lips,  but  rapidly  spreads  to  the  vagina  and  urethra, 
and  by  the  recognition  of  the  gonococcus  in  the  discharges. 
Spaeth,  of  Hamburg,  records  twenty-one  cases  of  infantile 
vulvar  leucorrhoea,  in  all  of  which  he  submitted  the  discharges 
to  microscopic  examination.  In  fourteen  of  the  cases  which 
occurred  in  an  epidemic  form  in  one  of  the  wards  of  a 
children's  hospital,  the  cocci  were  found  in  the  discharge,  and 
in  all  of  them  the  urethra  was  involved,  while  in  the  other 
seven  cases,  which  were  instances  of  a  non-specific  leucorrhoea, 
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the  urethra  was  free  and  there  were  no  cocci  to  be  found. 
In  the  disease  in  the  female  the  gonococci  are  almost  invari- 
ably present  in  the  urethra_,  the  situation  next  most  frequently 
affected  being  the  cervix  uteri.  They  are  also  found  in  con- 
nection with  suppuration  in  Bartholin's  glands.  The  best 
way  to  establish  the  diagnosis  of  gonorrhoea  is  to  irrigate  the 
vagina  thoroughly  and  then  press  a  drop  of  pus  out  of  the 
urethra,  a  thin  layer  of  which  should  then  be  dried  on  a 
cover-glass^  and  stained  for  twenty  minutes  in  Loffler's 
methylene  blue.  If  gonorrhoea  is  present  the  gonococci  can 
be  recognised  by  their  shape,  and  by  occurring  in  groups 
and  colonies,  some  of  which  are  found  inside  pus  cells  and 
epithelium. 


Portion  of  film  of  gonorrhoeal  pus  sliowinj^  characteristic  arrangement  of 
the  gonococci  with  leucocytes,  x  1000.  (From  Muir  and  Ritchie's 
*  Manual  of  Bacteriology.') 

Another  kind  of  diplococcus  has  been  found  in  the  normal 
urethra  which  is  indistinguishable  by  its  form  alone  from 
the  gonococcus.  The  latter,  however,  can  be  separated  by 
not  staining  by  Gram's  method,  whereas  the  former  does, 
and  by  cultivation,  the  gonococcus  growing  only  on  media 
containing  blood. 

Sometimes  the  inflammation  of  the  vulva  in  children 
already  debilitated  by  the  acute  specific  fevers  takes  on 
a  sloughing,  gangrenous  type,  as  is  seen  in  the  condition 
known  as  '^  noma  pudendi/^  and  is  accompanied  by  a  thin, 
ichorous,  foetid,  and  intensely  irritating  discharge. 
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Vagina. — The  mucous  membrane  of  the  vagina  and  of 
the  vaginal  portion  of  the  cervix  is  well  adapted  to  resist 
infection  from  the  peculiarity  of  its  structure,  which  closely 
resembles  skin,  but  which  differs  from  the  latter  in  the 
absence  of  glands.  It  is  found  on  microscopic  examination 
to  be  covered  with  layers  of  stratified  epithelium_,  the  deeper 
cells  being  columnar  in  shape  and  lying  on  a  basement 
membrane,  beneath  which  is  a  layer  of  connective  tissue 
mixed  with  some  elastic  tissue  and  unstriped  muscle. 
The  superficial  part  of  the  connective  tissue  is  raised  to 
form  papillae^  which  are  covered  by  the  layers  of  epithelium, 
and  contain  a  loop  of  blood-vessels  accompanied  by  nerves 
and  lymphatics.  The  exact  source  of  the  vaginal  discharge 
remains  an  uncertainty.  Some  assert  that  it  comes  from 
the  cervix  and  the  vulvo-vaginal  glands,  but  the  absence 
of  mucus  from  its  component  elements  negatives  this  view  ; 
others  consider  it  as  an  exudation  from  the  general  vaginal 
surface. 

In  its  healthy  state  the  vaginal  discharge  forms  a  thin 
layer  on  the  surface  of  the  mucous  membrane,  beiug  semi- 
transparent,  of  a  whitish  colour,  and  of  the  consistence  of 
finely  curdled  milk,  with  a  marked  acid  reaction.  Under 
the  microscope  the  colour  is  found  to  be  due  to  the 
presence  of  leucocytes  and  quantities  of  epithelial  cells, 
which  are  derived  from  the  shedding  of  the  superficial 
squamous  epithelium,  and  many  of  which  are  crowded  with 
fatty  particles.  Many  varieties  of  organisms  are  found  in 
the  normal  vaginal  secretions,  mainly,  however,  the  so- 
called  Doderlein's  vaginal  bacillus,  which  is  extremely 
difficult  to  cultivate  in  the  ordinary  media,  and  produces 
by  its  life  processes  an  acid  medium  by  forming  lactic  acid, 
to  the  presence  of  which  the  acidity  of  the  secretion  is  due. 
Pathogenic  organisms  are  not  found  in  the  normal  secre- 
tions; in  a  few  cases,  however,  organisms  morphologically 
identical  with  them,  e.  g.  streptococci,  staphylococci,  and 
the  colon  bacilli  are  present,  but  in  a  condition  of  lessened 
or  absent  virulence.  This  has  been  clearly  demonstrated 
by  Watthard,  who  could  produce  no  results  on  inoculating 
the  healthy  tissues  with  them  ;  but  if  before  the  experiment 
a  certain  region  of  the  animal's  body  was  reduced  in  vitality, 
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or  if  the  condition  of  the  animal's  system  was  lowered  in 
any  way,  the  micro-organisms  rapidly  regained  all  their 
original  virulence  until  they  became  quite  as  deadly  as  the 
most  dangerous  of  their  kind.  Thus  it  will  be  seen  that  the 
vaginal  secretions  have  a  marked  germicidal  or  inhibitive 
influence  on  pathogenic  organisms.  Kronig  further  demon- 
strated this  germicidal  power  by  inoculating  the  vagina 
with  pure  cultures  of  staphylococci^  streptococci,  and 
Bacillus  'pyocyaneusj  and  found  that  none  of  these  micro- 
organisms could  be  discovered  after  eleven  to  twenty 
hours. 

Doderlein  attributed  the  germicidal  action  of  the  normal 
secretion  to  the  production  of  an  acid  medium  by  the  vaginal 
bacilli,  and  he  supports  this  view  by  the  fact  that  in  all 
pathological  secretions  swarming  with  saprophytes  and  many 
pathogenic  organisms,  the  vaginal  bacilli  are  absent  or 
much  diminished  in  numbers,  and  the  secretions  are  alka- 
line or  weakly  acid ;  therefore  the  vaginal  secretion  varies 
greatly  in  its  effects  on  pathogenic  organisms  according  as 
the  secretion  is  modified  by  dilution  (e.  g.  menstruation  or 
the  lochia),  or  by  secretions  from  unhealthy  conditions  of 
the  uterus  (e.  g.  gonorrhoea,  malignant  disease,  sloughing 
fibroids),  or  by  the  addition  of  solid  organic  debris. 

In  conclusion,  therefore,  it  may  be  stated  that  the  healthy 
vagina  with  a  normal  secretion  is  peculiarly  well  fitted  to 
resist  the  development  of  any  infecting  micro-organisms 
which  may  be  deposited  in  it,  whether  due  to  the  peculiarity 
of  the  anatomical  structure  of  its  mucous  membrane,  or  to 
the  presence  of  the  bacilli  and  the  acidity  of  the  secretions, 
or  again  to  the  leucocytes  which  are  always  found  in  the 
discharge. 

The  following  is  a  brief  outline  of  the  bacteriology  of  the 
normal  vaginal  secretion  at  the  different  periods  and  condi- 
tions of  life  : 

1.  At  birth. — The  secretion  is  sterile  (though  it  becomes 
infected  within  a  few  hours),  and  is  very  weakly  acid. 

2.  During  menstruation. — The  vaginal  organisms  (except 
Doderlein's  bacillus)  increase  during  the  period  of  the 
flow,  owing  to  the  diminution  in  acidity  of  the  normal 
vaginal  secretion  and  the  dilution  it  undergoes. 
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3.  During  pregnancy. — The  vaginal  secretion  is  strongly 
acid,  and  is  believed  to  be  very  germicidal  to  pathogenic 
organisms.  Kronig  showed  that  douching  before  labour 
reduced  or  destroyed  its  germicidal  powers^  except  when 
the  labour  is  abnormal,  or  where  operations  have  been  per- 
formed, or  where  the  patient  is  depressed  in  health  from 
nephritis,  anaemia,  heart  disease,  &c. 

4.  During  the  puerperium. — The  vaginal  bacillus  dis- 
appears, and  in  its  place  are  found  many  kinds  of 
saprophytes,  the  lochial  discharge  being  alkaline.  When 
the  lochia  cease  the  vaginal  bacillus  reappears,  and  the 
secretion  again  becomes  intensely  acid. 

5.  During  abortion. — The  vaginal  reaction  varies  accord- 
ing to  the  amount  of  blood  and  debris  found  in  the  vagina, 
which  alone  influences  the  number  and  nature  of  the  germs. 
Pathogenic  organisms  are  more  apt  to  be  found  in  the 
vagina  and  cervix  in  connection  with  abortions  than  in 
other  conditions,  probably  owing  to  the  frequent  digital 
manipulations  that  are  carried  out. 

Now  turning  our  attention  to  the  pathological  discharge 
from  the  vagina,  we  find  that  it  is  of  a  yellowish  or 
greenish-yellow  colour,  of  a  creamy  consistence,  and  feebly 
acid  or  alkaline  in  reaction.  Under  the  microscope  it  con- 
tains besides  epithelial  cells  in  an  advanced  stage  of 
degeneration,  a  quantity  of  pus  cells,  and  in  cover-glass 
preparations  and  by  cultivation  various  saprophytic  and 
pathogenic  organisms  are  present.  The  vaginal  bacilli  of 
Doderlein  are  absent  or  markedly  reduced  in  numbers. 
Rabbits  inoculated  with  pathological  vaginal  secretions  all 
died  of  septicaemia.  The  essential  difference,  therefore, 
between  the  normal  and  abnormal  vaginal  discharge,  is 
that  the  latter  differs  not  only  in  its  characters  and 
reaction,  but  also  in  the  fact  that  it  offers  a  fertile  soil 
for  the  growth  of  saprophytic  and  pathogenic  organisms. 
The  different  ways  in  which  the  normal  secretion  must  be 
modified  before  it  yields  a  suitable  pabulum  for  the  growth 
of  these  germs  have  already  been  referred  to.  Besides 
these  organisms  there  is  sometimes  found  the  specific 
organism  of  gonorrhoea.  The  vagina  in  adults  may  be 
attacked  primarily  in  certain  acute  cases  of  gonorrhoea,  but 
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it  is  more  frequently  infected  secondarily  from  the  cervix, 
vulvo-vaginal  glands,  or  urethra,  whereas  in  young  subjects 
the  vaginal  canal  is  more  liable  to  a  primary  infection, 
possibly  from  the  more  delicate  nature  of  the  epithelium. 
Vaginal  leucorrhoea  is  very  liable  to  extend  downwards,  and 
give  rise  to  vulvitis. 

Mtiology. — It  has  already  been  pointed  out  that,  inde- 
pendent of  any  apparent  pathological  condition,  an  excessive 
discharge  may  arise  in  consequence  of  the  hyperaemia 
attending  menstruation  and  pregnancy,  or  in  connection  with 
certain  constitutional  and  general  conditions.  The  chief  local 
causes  are  primary  or  secondary. 

(a)  Primary. — (i)  Gonorrhoea ;  (ii)  injury  as  the  result  of 
operations  or  difficult  labour,  or  from  the  presence  of 
pessaries  either  badly  fitting  or  too  long  retained,  and 
other  foreign  bodies  (as  worms),  or  from  the  use  of  too 
hot  or  too  powerful  injections;  (iii)  want  of  cleanliness  on 
the  part  of  the  patient,  or  infection  by  dirty  fingers  and 
instruments  on  the  part  of  the  medical  attendant ;  (iv)  local 
condition  in  connection  with  specific  fevers,  especially  scarlet 
fever,  smallpox,  and  diphtheria ;  (v)  irritation  from  sexual 
excess  and  masturbation. 

[h]  Secondary  to  irritating  discharge  from  the  uterus,  or 
to  the  presence  of  urine  or  faeces  in  fistulas. 

When  the  discharge  is  normal  there  may  be  no  other  sym- 
ptom present,  but  accompanying  the  abnormal  or  patho- 
logical condition  there  is  usually  a  feeling  of  weight  or  a 
burning  heat  situated  in  the  vagina,  and,  more  especially 
in  gonorrhoea!  cases  where  the  urethra  is  affected,  a  frequent 
desire  to  micturate.  On  inspection  the  appearance  of  the 
mucous  membrane  will  vary  very  much  ;  in  the  slight  cases 
there  may  be  little  or  no  change  except  a  slight  general 
redness,  but  in  those  that  are  more  acute  the  canal  is  seen 
to  be  diminished  in  calibre  and  infiltrated,  and  the  mucous 
membrane  looks  at  first  very  red  and  dry,  and  afterwards  is 
covered  with  a  profuse  muco-purulent  discharge.  Here  and 
there,  there  may  be  a  roughened  granular  appearance  due 
to  the  shedding  of  the  epithelium  and  the  exposure  of  the 
subjacent  papillae,  though  this  is  usually  found  in  cases  of  a 
more  chronic  nature ;  or  again  there  may  ,be  evidences  of  a 
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still  more  extensive  ulceration  accompanied  by  a  foetid  irri- 
tating discbarge. 

From  the  character  of  the  discharge  and  the  nature  of 
the  symptoms,  it  is  often  not  possible  to  assign  a  cause  to 
the  leucorrhoea,  except  in  the  case  of  gonorrhoea,  where  the 
presence  of  the  gonococcus  in  the  discharge  is  diagnostic. 
But  in  the  absence  of  this  organism  the  following  conditions 
might  point  to  a  gonorrhoeal  origin  :  the  sudden  develop- 
ment of  vaginitis,  and  a  profuse  purulent  discharge  with 
possibly  urinary  symptoms  in  a  woman  who  has  previously 
had  no  marked  leucorrhoea ;  the  absence  of  any  other  cause 
to  explain  the  symptoms ;  the  protracted  duration  of  the 
disease,  and  the  resistance  to  treatment.  The  history  of  a 
distinct  source  of  infection  would  prove  a  most  valuable  aid 
in  the  diagnosis. 

Uterus. — Although  it  is  usual  to  consider  the  inflammatory 
diseases  of  the  mucous  membrane  of  the  uterus  under  two 
heads,  namely,  those  which  affect  the  cervix  and  constitute 
the  condition  known  as  endocervicitis,  and  those  again  that 
are  supposed  to  be  limited  to  the  body,  and  are  known  as 
corporeal  endometritis,  yet  it  is  difficult  to  conceive  that  an 
inflammation  affecting  the  mucous  membrane  of  the  cervix 
can  exist  for  long  localised  to  this  region  without  spreading  to 
the  contiguous  mucous  membrane  of  the  body.  And  under 
these  conditions,  given  a  case  of  discharge  coming  through 
the  OS,  it  is  almost  impossible  to  diagnose  from  the  charac- 
ters and  microscopical  appearances  whether  the  source  of  the 
discharge  is  situated  in  the  cervix,  or  body,  or  both.  More- 
over the  causes  which  operate  in  producing  inflammation  of 
the  mucous  membrane  of  the  cervix  and  body  of  the  uterus 
are  so  similar  and  often  interdependent  one  on  the  other  that 
it  is  more  practicable  to  discuss  the  discharges  from  the  two 
portions  of  the  uterine  canal  together,  referring  to  any  special 
points  in  the  symptoms  and  physical  signs  which  may  be  of 
assistance  in  the  differential  diagnosis.  Both  the  cervix 
and  body  of  the  uterus  are  freely  supplied  with  glands,  the 
former  with  those  of  the  racemose  type,  consisting  of  elon- 
gated, repeatedly  branching  ducts,  which  extend  deeply  into 
the  connective  tissue  and  open  on  the  ridges  and  furrows  of 
the  mucous  membrane  ;  the  latter  with  tubular  glands,  which 
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run  obliquely  downwards  from  the  surface  and  end  at  the 
muscular  layer. 

During  life  little  or  no  discharge  escapes  from  the  os  in  a 
normally  healthy  cervix^  but  when  the  lips  of  the  os  are 
separated  the  canal  is  seen  to  be  blocked  by  a  plug  of  viscid 
mucus  which  is  so  intimately  adherent  to  the  crypts  and 
follicles  which  characterise  the  mucous  membrane  of  this 
part  as  to  be  separated  only  with  the  greatest  difficulty. 
This  plug  is  washed  away  each  month  by  the  catamenia. 

No  organisms  are  found  in  a  healthy  uterus,  the  external 
OS  being  the  boundary  beyond  which  they  do  not  pass  under 
normal  conditions,  the  plug  of  mucus  probably  serving  as  a 
block  by  which  the  entrance  into  the  uterine  cavity  of  bac- 
teria is  guarded  against,  for  though  not  itself  directly  germi- 
cidal, it  proves  so  indirectly,  as  being  poor  in  albuminoids  it 
does  not  furnish  a  suitable  pabulum  for  their  growth. 

The  normal  cervical  secretion  is  characterised  by  being 
very  viscid,  tenacious,  and  transparent  like  unboiled  white 
of  Ggg,  and  of  an  alkaline  reaction.  In  some  cases  it  may 
still  present  these  characters  as  it  passes  from  the  pudenda, 
but  as  a  rule  it  becomes  opaque  and  cloudy  in  its  passage 
through  the  vagina,  being  acted  upon  by  the  acid  secretion 
of  the  vaginal  walls  ;  but  independently  of  this  it  may  be 
more  or  less  opaque  as  it  lies  within  the  cervical  canal. 
Under  the  microscope  the  clear  variety  is  seen  to  be  made 
up  of  a  viscid-looking  plasma  having  entangled  in  it  a  large 
number  of  mucous  corpuscles  and  columnar  epithelial  cells 
deprived  of  cilia,  and  other  more  rounded  cells  which 
are  generally  fatty  and  granular;  the  more  opaque  the 
fluid  as  it  lies  in  the  canal,  the  more  abundant  are  the 
mucous  corpuscles  and  epithelium  and  the  greater  the  de- 
generation in  the  different  cells. 

The  abnormal  discharge  differs  from  the  former  in  being 
more  profuse,  less  viscid,  and  of  a  yellow  or  yellowish-green 
colour,  and  if  putrid  decomposition  and  ulceration  are  taking 
place,  in  becoming  still  thinner,  foetid,  and  blood-stained, 
with  possibly  shreds  of  necrotic  tissue.  Under  the  microscope 
such  a  discharge  would  show,  in  addition  to  the  epithelial 
cells  and  mucous  corpuscles  described  above,  which  would 
be    in   greatly   diminished   numbers    and    degenerated,   the 
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presence  of  pus  cells  and  red  blood-corpuscles,  and  in  cases 
of  nialignnnt  disease  possibly  the  presence  of  cancer  cells  or 
sarcomatous  tissue.  Moreover  vjirious  micro-organisms  may 
be  demonstrated  either  by  culture  or  cover-glass  preparations 
to  be  present,  e.  g.  gonococcus,  tubercle  bacillus,  strepto- 
coccus, staphylococcus,  &c. 

Now  turning  our  attention  to  the  so-called  intra-uterine 
leucorrhcea,  we  find  that  it  resembles  the  cervical  secretion 
in  being  alkaline  and  transparent  like  the  white  of  egg,  but 
differs  from  it  in  being  more  watery  and  less  viscid.  These 
normal  characteristics  may,  however,  be  modified  in  cases  of 
long  standing,  or  where  there  is  some  organic  disease  of  the 
mucous  membrane,  by  the  fluid  becoming  more  turbid  from 
the  presence  of  pus  and  blood.  But  as  this  is  most  com- 
monly associated  with  cervical  leucorrhcea,  these  distinctive 
characters  are  of  not  much  practical  importance.  As  an 
independent  affection,  however,  it  is  seen  most  frequently  in 
those  women  who  are  subject  to  leucorrhcea  before  and  after 
the  menstrual  periods,  or  who  suffer  from  amenorrhoea, 
when  a  pale,  watery  discharge  escapes  from  the  os  at  the 
usual  menstrual  periods  ;  or  again  in  women  who  are 
ceasing  or  have  ceased  to  menstruate  (senile  endometritis), 
the  discharge  being  muco-purulent  and  often  foetid. 

Doubtless  some  of  the  fluid  that  escapes  from  the  uterus 
in  certain  cases  of  leucorrhcea  is  furnished  by  the  Fallopian 
tubes,  and  attempts  have  been  made  by  various  observers  to 
establish  a  difference  between  it  and  the  other  varieties,  but 
without  much  success.  However,  the  presence  of  a  swelling 
in  the  neighbourhood  of  the  Fallopian  tubes,  followed  by  a 
sudden  gush  of  fluid  and  disappearance  of  the  tumour,  would 
lead  one  to  suspect  that  the  discharge  came  from  one  of  the 
tubes. 

Causes. — 1.  Physiological,  attending  menstruation  and 
pregnancy. 

2.  General,  which  have  already  been  enumerated  (p.  66). 

3.  Congenital^  where  as  the  result  of  the  external  os 
being  unduly  small,  the  uterus  being  otherwise  normal,  tKe 
secretions  escape  with  difficulty  through  the  os  externum, 
and  the  cervical  mucous  membrane  in  consequence  becomes 
irritated  and  inflamed,   and  its  glands   secrete  an  increased 


Leucorrhoea.  77 

quantity  of  mucus ;  or  the  piu-hole  os  may  oe  associated 
with  a  conical  cervix  and  a  flexed  uterus,  all  of  which  only 
further  aggravate  the  above  conditions. 

4.  Local,  (a)  Primary  :  (i)  exposure  to  cold  or  fatigue 
during  menstruation  ;  sexual  excesses  ;  (ii)  after  abortion  or 
parturition;  (iii)  septic  infection  from  dirty  fingers,  the  use 
of  an  unclean  sound  or  other  instruments,  or  from  the 
introduction  of  tents,  especially  sponge  tents,  which  may 
rapidly  become  septic  from  want  of  proper  antiseptic  pre- 
cautions, or  in  fact  from  any  operations  not  attended  with 
scrupulous  cleanliness  ;  (iv)  from  presence  of  micro-organ- 
isms, as  in  gonorrhoea,  syphilis,  tubercle,  septicaemia,  diph- 
theria, measles,  scarlet  fever,  and  smallpox,  &c. ;  (v)  from 
the  presence  of  new  growths,  simple  or  malignant ;  (vi) 
menopause  (senile  endometritis.) 

[h)  Secondary  to  (i)  anything  which  interferes  with  the 
return  of  the  pelvic  circulation  and  produces  congestion  of 
the  womb,  as  from  displacements,  or  tumours  within  the 
pelvis  or  abdomen  ;  (ii)  mischief  extending  from  below  the 
vulva  or  vagina,  or  spreading  from  above,  as  discharges  from 
the  tubes  which  may  infect  or  re-infect  the  uterine  mucous 
membrane. 

Of  all  these  conditions  perhaps  the  most  common  cause 
of  leucorrhoea  in  virgins  is  a  lowered  state  of  health  arising 
from  anaemia  or  some  constitutional  defect,  which  may 
aggravate  or  in  its  turn  be  influenced  by  the  local  conditions 
present ;  in  parous  women,  on  the  other  hand,  abortion  and 
parturition  play  a  most  important  part,  whether  by  leading 
to  retention  and  decomposition  of  retained  products,  or  in 
the  case  of  parturition  by  causing  laceration  of  the  cervix 
and  inflammation  of  the  lining  membrane  from  some  septic 
infection,  or  from  eversion  of  the  lips  of  the  cervix  and 
exposure  of  its  mucous  membrane  to  injuries  arising  from 
friction  against  the  vaginal  walls  and  irritation  from  the 
acid  secretions  of  the  vagina,  or  again  by  interfering  with 
the  normal  involution  of  the  puerperal  uterus  from  whatever 
cause,  and  so  leading  to  inflammation  of  the  endometrium 
and  irritation  of  the  glands. 

Gonorrhoea  is  also  a  most  fertile  source  of  uterine  leucor- 
rhoea at  all  ages, 
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It  is  not  within  the  scope  of  this  paper  to  discuss  in 
detail  the  various  symptoms  and  physical  signs  accompanying 
discharges  arising  from  all  the  causes  enumerated  above,  but 
I  will  just  briefly  mention  the  ordinary  symptoms  complained 
of  by  virgins  and  parous  women  with  the  more  character- 
istic physical  signs  found  in  these  two  classes  of  people. 
In  a  virgin  complaining  of  leucorrhoea  and  dysmenorrhoea, 
or  in  a  married  but  nulliparous  patient  of  sterility  combined 
with  the  above  symptoms,  a  condition  of  pin-hole  os,  or 
conical  cervix,  or  some  flexion  of  the  womb,  or  possibly  a 
combination  of  all  three,  is  usually  found.  The  margins  of 
the  OS  may  be  red  and  velvety  in  appearance  from  eversion 
of  the  cervical  mucous  membrane,  and  the  cervix  congested 
and  puffy. 

If,  on  the  other  hand,  a  parous  woman  complains  of  leucor- 
rhoea, with  disturbances  of  menstruation,  pain  in  the  sacrum, 
pelvis,  and  loins,  dating  her  symptoms  from  a  past  labour 
or  abortion,  there  will  probably  be  found  some  laceration  of 
the  cervix,  or  a  large  bulky  uterus  resulting  from  chronic 
endometritis.  On  examining  such  a  case  the  os  may  be  felt 
to  be  gaping,  so  that  the  fingers  can  be  passed  into  the 
cervical  canal  ;  the  margins  of  the  os  may  be  soft  and 
velvety,  with  perhaps  small  nodules  (the  obstructed  Nabothian 
follicles)  scattered  over  them ;  or  projecting  from  the 
cervical  canal  may  be  a  small  mucous  polypus.  On  passing 
a  speculum  the  os  appears  to  be  gaping,  with  perhaps  a  plug 
of  viscid  mucus  hanging  from  it  ;  and  on  one  or  both  lips 
there  may  be  a  red,  catarrhal  looking  surface  which  is  the 
extroverted  cervical  mucous  membrane.  The  laceration 
may  not  be  recognised  at  first  on  inspection,  but  may  be 
readily  brought  into  view  by  fixing  tenacula  in  the  lips  and 
then  rolling  them  together,  when  most  of  the  red  surface 
will  disappear,  and  the  laceration  become  evident  ;  or  again 
in  another  case  the  cervical  canal  may  be  apparently  normal, 
or  present  the  characters  just  described,  but  the  fundus  of 
the  uterus  is  felt  to  be  enlarged  and  bulky,  and  slightly 
tender  on  pressure  through  the  fornices,  and  it  is  found 
that  the  sound  passes  beyond  the  normal,  and  while  being 
gently  moved  backwards  and  forwards  a  grating  or  catching 
sensation  may  be  imparted  to  it,  and  on  withdi-awal  it  may 
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be  tinged  with  blood  ;  in  such  a  case  the  lencorrhoea  is 
probably  due  to  chronic  endometritis,  or  the  presence  of 
some  new  growths. 

These,  then,  are  the  more  common  symptoms  and  physical 
signs  found  in  a  very  large  number  of  the  patients  who 
come  complaining  of  uterine  lencorrhoea.  Of  course  there 
are  many  other  conditions  that  may  be  met  with,  but  into 
these  I  cannot  go.  However,  whatever  the  case,  a  correct 
diagnosis  will  generally  be  arrived  at  by  a  careful  inquiry 
into  the  symptoms  (local  and  constitutional),  history  and  age 
of  the  patient,  and  duration  of  the  disease,  combined  with  a 
thorough  physical  examination,  and  if  necessary  with  a 
microscopical  examination  not  only  of  the  discharges,  but 
also  of  scrapings  taken  from  the  interior  of  the  womb,  by  which 
it  may  be  possible  to  demonstrate  the  presence  of  decidual 
cells  or  fragments  of  chorionic  villi,  as  after  an  aboi'tion  or 
parturition,  or  in  other  cases  that  the  endometritis  is 
associated  with  the  presence  of  adenomata,  or  again  that  it 
is  due  to  the  existence  of  malignant  disease  (carcinoma  or 
sarcoma).  But  in  connection  with  this  it  must  be  observed 
that  whereas  the  absolute  demonstration  of  malignancy  in 
any  curetting  is  of  great  positive  value  in  the  din  gnosis, 
its  absence  on  the  other  hand  must  not  necessarily  be  taken 
to  negative  its  existence,  as,  for  instance,  when  the  curet- 
tings  have  been  removed  from  portions  of  the  interior  not  yet 
attacked  by  the  disease. 

Differential  diagnosis. — If  the  discharge  is  white,  and  finely 
curdled,  and  of  an  acid  reaction,  we  may  assume  that  the 
source  of  the  leucorrhoea  is  in  the  vagina ;  but  when  it 
escapes  in  strings  of  transparent  viscid  mucus,  or  of  half 
coagulated  flocculi,  it  comes  probably  from  the  cervix ;  or  if 
the  discharge  is  clear,  fluid,  and  more  continuous,  from  the 
uterus.  However,  it  is  not  safe  to  trust  only  to  the 
appearance  of  the  discharge  as  it  escapes  from  the  vulva, 
for  whatever  its  original  characteristics  were,  it  may  become 
considerably  modified  in  its  transit  by  contact  and  admixture 
with  the  fluids  derived  from  other  surfaces.  The  seat  of 
the  discharge  must  then  be  sought  for.  The  diagnosis  be- 
tween vaginal  and  cervical  leucorrhoea  is  much  facilitated  by 
the  use  of  the  speculum,  by  which   in  the  latter  case  the 
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discharge  may  be  seen  coming  through  the  os,  and  having 
the  characters  already  described.  Should,  however,  the 
leucorrhoea  be  not  profuse  enough  to  be  seen  with  the 
speculum,  recourse  may  be  had  to  the  method  recommended 
by  Schultze  for  distinguishing  between  these  conditions.  The 
vagina  being  douched  out  at  night,  a  tampon  is  placed 
against  the  external  os  ;  the  next  morning  it  is  removed 
through  a  speculum,  and  the  quantity  and  character  of  the 
discharge  which  has  accumulated  upon  it  is  noted.  Between 
cervical  catarrh  and  endometritis  the  diagnosis  is  difficult 
and  in  many  cases  cannot  be  made,  for  when  the  former  is 
present  we  cannot  be  positive  that  it  is  not  accompanied  by 
endometritis  as  well ;  but  points  in  favour  of  the  latter  con- 
dition are,  increase  in  the  length  of  the  uterine  cavity 
associated  with  tenderness  and  irregularities  of  the  mucous 
membrane. 

Treatment. — Cases  of  leucorrhoea  requiring  treatment 
may  be  conveniently  discussed  under  four  heads,  viz.  : 

1.  Menstruation  and  pregnancy. 

2.  Constitutional. 

3.  Local. 

4.  Combination  of  2  and  3. 

1.  Menstruation  and  pregnancy. — Those  cases  in  which 
the  secretion  is  merely  dependent  on  the  physiological 
hyperaemia  attending  menstruation  and  pregnancy,  require 
that  the  parts  should  be  kept  as  clean  as  possible  from  the 
exudations,  which,  when  allowed  to  accumulate,  are  liable 
to  undergo  decomposition  and  furnish  a  suitable  medium 
for  the  reception  of  pathogenic  organisms,  which  by  their 
growth  and  life  processes  may  increase  the  trouble  by 
converting  what  was  merely  a  physiological  condition  into  a 
pathological  one.  In  the  leucorrhoea  of  pregnancy  patients 
should  be  cautioned  against  using  vaginal  injections,  for  in 
some  cases  the  simplest  injections  will  often  suffice  to  induce 
uterine  contractions.  It  is  better,  therefore,  that  such 
patients  should  bathe  and  cleanse  the  external  genitals  and 
lower  part  of  the.  vagina  with  weak  antiseptic  lotions,  such 
as  with  dilute  solutions  of  carbolic  acid  (1  in  40),  or  of 
perchloride  of  mercury  (1  in  4000),  or  of  creolin  and 
water,  &c.      If  there  is  any  constitutional  weakness  aggra- 
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vating  the  local  trouble,  a  general  tonic  treatment  should  be 
combined  with  the  above. 

2.  Constitutional. — Independent  of  the  above  conditions 
there  may  be  a  discharge  unaccompanied  by  any  other  local 
symptoms,  which,  on  inspection,  is  found  to  be  associated 
with  few  or  no  evident  physical  signs.  Careful  examination 
must  be  then  made  of  the  patient's  general  condition,  and 
an  inquiry  into  her  past  and  family  history.  A  state  of 
debility  dependent  on  some  of  the  causes  already  mentioned 
under  the  head  of  constitutional  causes  will  probably  be 
present ;  hence  the  indication  is  to  try  and  counteract  any 
defect  by  appropriate  remedies.  Thus  in  badly  nourished, 
ill-fed  children,  or  in  those  with  a  rickety  or  strumous 
diathesis,  treatment  consists  in  attention  to  personal  hygiene, 
good  nourishing  diet,  exercise,  plenty  of  fresh  air,  and  the 
administration  of  such  remedies  as  various  preparations  of 
iron  and  cod-liver  oil,  or  in  syphilitic  cases  by  appropriate 
antisyphilitic  remedies.  In  cases  depending  on  anaemia 
and  chlorosis  the  treatment  should  be  by  the  administration 
of  iron  or  arsenic,  and  careful  regulation  of  the  bowels  and 
attention  to  the  general  health.  Where  a  rheumatic  or 
gouty  tendency  is  present,  salicylates  and  alkalies  are 
indicated,  together  with  a  regulation  of  the  diet,  or  a  course 
of  waters  at  one  of  the  health  resorts.  Where  prolonged 
lactation  is  the  cause  of  the  weakness,  the  obvious  treatment 
is  to  wean  the  child,  and  to  improve  the  mother's  health  by 
the  administration  of  tonics,  &c.  But  in  all  these  cases 
local  cleanliness  must  be  combined  with  the  medicinal  treat- 
ment. 

3.  Local. — It  is  obviously  impossible  in  a  paper  of  tins 
description  to  give  more  than  the  briefest  outline  of  the 
treatment  of  the  different  diseases  of  the  female  genital 
organs  of  which  leucorrhoea  may  be  a  symptom,  as  it  is 
associated  with  nearly  every  disease.  But  I  will  mention  a 
few  points  which  may  be  of  service  in  the  successful  treat- 
ment of  any  case  with  this  discharge. 

(i)    Ascertain  the  part  of  the  genital  canal  affected. 

1(ii)  Seek  to  discover  the  cause.  Here  it  is  necessary  to 
make  a  thorough  examination  of  all  the  parts,  for  though 
in   many  cases   it  is  possible  to  at  once  ascertain  the  local 
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source  of  irritation,  yet  there  are  others  which  may  long 
resist  treatment,  simply  from  the  fact  that  we  have  not 
recognised  earlier  in  the  management  of  the  case  that  the 
local  conditions  are  being  kept  up  by  some  other  affection 
higher  up  in  the  genital  tract  (e.  g.  the  presence  of  cervical 
catarrh,  malignant  disease,  fistulae,  &c.),  and  until  we  have 
cured  or  improved  the  latter  we  cannot  expect  to  meet  with 
any  success  in  the  treatment  by  local  applications  of  the 
former.  So  that  in  all  cases  a  careful  examination  should 
be  made,  so  as  to  make  sure  of  eliminating  this  possible 
source  of  error.  All  discharges,  especially  those  which  are 
profuse,  purulent,  and  persistent,  and  where  the  cause  is 
not  easily  ascertained,  should  be  submitted  to  microscopical 
examination.  The  urine  should  also  be  carefully  examined, 
especially  in  vulvar  cases,  for  any  abnormal  conditions. 

(iii)  Eemoval  of  cause  if  it  can  be  discovered,  (a)  in  vulva 
and  vagina  by  withdrawal  of  pessaries,  plugs,  or  other 
foreign  bodies,  by  repairing  fistulae,  by  destruction  of 
parasites,  and  by  treating  diseases  of  the  uterus  which  may 
be  the  cause  of  the  inflammation  of  the  vulva  and  vagina. 
The  subsequent  treatment  will  vary  as  the  disease  is  '^  acute  '^ 
or  '^  chronic.'^  In  the  former  dilute  antiseptic  applications, 
either  hot  or  cold,  should  be  used,  e,  g.  perchloride  of 
mercury  (1  in  2000),  carbolic  acid  (1  in  40),  creolin  or 
lysol  (1  per  cent.),  or  permanganate  of  potash  if  the  others 
prove  too  irritating.  These  lotions  may  be  best  given  as 
Sitz  baths  in  vulvar  cases,  in  which  the  patient  should  sit 
for  half  an  hour  to  an  hour  at  a  time,  or  by  injections  in 
acute  inflammation  of  the  vagina.  And  in  between  these 
applications  the  parts  should  be  kept  separated  by  thin 
pieces  of  gauze  soaked  in  the  antiseptic  lotion,  or  moistened 
with  lotio  plumbi  c  opio  if  there  is  much  pain  and  irritation 
present.  These  local  measures  should  be  combined  with  rest 
in  bed,  the  administration  of  a  mild,  unstimulating  diet,  and 
of  aperients  when  necessary. 

In  chronic  cases,  scrupulous  cleanliness  by  the  use  of 
antiseptics  is  again  the  first  essential,  and  may  be  sufficient 
in  combination  with  medicinal  remedies  to  check  the  dis- 
charge, or  it  may  have  to  be  followed,  especially  in  granular 
conditions  of  the  mucous  membrane,  by  the  use  of  various 
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stimulating  and  astringent  remedies,  either  in  the  form  of 
solutions  containing  boracic  acid  (3  per  cent.),  lotio  plumbi, 
oak  bark,  sulphate  of  zinc  (gr.  ij,  ad  3j)^  copper  sulphate 
(gr.  j,  ad  5j)^  silver  nitrate  (2  to  5  per  cent.),  &c. ;  or  as 
powders,  a  combination  of  boracic  acid,  oxide  of  zinc,  and 
starch  being  very  useful  in  the  intertrigo  of  fat  women  ;  or 
again,  in  vaginal  cases,  in  the  form  of  pessaries  containing 
the  antiseptic  and  astringent  applications  desired.  The 
application  of  astringent  remedies  to  the  vagina  is  best 
made  through  a  cylindrical  speculum  after  thoroughly 
cleansing  the  surface  of  the  mucous  membrane,  while  the 
patient  lies  upon  her  back. 

(h)  Uterus. — Preventive  treatment.  As  the  secretions  of 
the  normal  uterus  are  sterile,  we  must  be  particularly 
careful  in  the  purification  of  our  hands  and  instruments,  so 
that  we  may  not  be  the  means  of  conveying  infection  either 
by  the  one  or  the  other  in  making  an  examination  or  per- 
forming an  operation ;  and  in  all  operations  the  vulva  and 
vagina  must  be  thoroughly  cleansed  as  well. 

Now,  as  to  the  treatment  of  uterine  leucorrhoea,  remove 
any  evident  cause,  such  as  the  small  mucous  polypi  of  the 
cervix,  or  other  tumours,  and  retained  products  as  the 
result  of  an  abortion  or  parturition.  If  the  discharge  be 
associated  with  the  hypertrophied  glands  accompanying 
endocervicitis  and  endometritis,  the  glands  may  be  destroyed 
by  frequent  local  applications  of  such  remedies  as  pure 
carbolic  acid,  linimentum  iodi,  or  iodised  phenol,  &c.,  by 
means  of  Playfair's  probes  dressed  with  cotton  wool.  A 
preliminary  dilatation  of  a  narrow  cervix  may  be  necessary 
so  as  to  allow  of  not  only  the  insertion  of  the  dressed 
probe,  but  an  exit  for  the  discharges ;  and,  moreover,  the 
secretion  covering  the  mucous  membrane  must  be  thoroughly 
removed  first,  before  any  local  application  is  made.  The 
chief  objection  to  this  form  of  treatment  is  its  tediousness. 
A  more  rapid  and  thorough  method  is  the  removal  of  the 
unhealthy  mucous  membrane  by  the  curette,  preceded  by 
dilatation  of  the  cervical  canal,  and  the  subsequent  applica- 
tion of  one  of  the  caustics  above  mentioned,  and  packing  and 
draining  the  uterine  cavity  with  iodoform  gauze.  Electricity 
has  been  used  by  some  with  great  success,  by  the  application 
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of  the  negative  constant  current  and  the  introduction  of  the 
anode  within  the  uterine  cavity.  Where  the  above  conditions 
are  associated  with  a  badly  lacerated  cervix,  the  latter  must 
be  repaired  after  the  preliminary  curetting.  If  the  discharge 
is  due  to  the  mechanical  congestion  arising  from  displace- 
ment and  lowering  of  the  womb,  it  will  be  much  relieved 
by  replacing  the  uterus  if  possible,  and  keeping  it  in 
position  by  a  well-fitting  pessary  or  other  measures ;  the 
local  congestion  may  be  diminished,  at  the  same  time,  by 
the  use  of  hot  water  injections  and  the  introduction  of 
tampons  soaked  in  glycerine  and  ichthyol.  Again,  if  the 
trouble  arises  from  a  want  of  drainage,  the  secretions  being 
pent  up  by  a  narrow  cervix  and  a  pin-hole  os,  causing 
dysmenorrhoea  and  leucorrhcea,  the  rational  treatment  is  to 
enlarge  the  opening  by  dilatation  or  by  bilateral  division  of 
the  cervix,  and  remove  the  unhealthy  mucous  membrane 
which  is  so  frequently  present  by  means  of  a  curette. 

With  regard  to  the  treatment  of  gonorrhoea  there  are 
two  main  indications ;  the  first,  a  prophylactic  measure,  is 
to  prevent  the  healthy  sleeping  with  the  diseased,  or  from 
using  towels,  sponges,  clothes,  or  in  fact  anything  that  is 
liable  to  be  infected  ;  and  medically  by  the  perfect  cleanli- 
ness of  instruments  and  fingers.  Secondly,  to  try  and 
destroy  the  organisms  in  the  vulva  or  vagina,  if  the  case  is 
seen  early  enough,  and  so  prevent  them  from  spreading  to 
the  uterine  cavity,  for  once  there  they  are  liable  to  infect 
the  tubes  and  lead  to  serious  tubal  disease.  The  passage 
of  the  cocci  into  the  cervix  is  to  be  prevented,  if  possible, 
by  thoroughly  disinfecting  the  vulva  and  vagina  with 
HgClg  (1  in  2000),  the  patient  being  chloroformed,  if 
necessary,  in  order  that  the  lotion  may  be  thoroughly 
rubbed  in,  and  by  placing  a  little  swab  of  cotton  wool, 
soaked  in  the  same  solution,  against  the  os,  and  a  long  thin 
strip  of  gauze  also  saturated  with  the  lotion,  which  should 
extend  from  the  pad  above  to  just  above  the  vulvar  orifice, 
and  form  a  layer  between  the  anterior  and  posterior  vaginal 
walls.  This  can  be  constantly  kept  moist  by  directing  the 
patient  to  inject  the  vagina  with  a  pint  of  perchloride 
solution  (1  in  2000)  three  or  four  times  a  day  through  a 
short  nozzle,  which  will   not  tend   to  displace  the   layer  of 
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gauze.  Both  the  plug  and  gauze  should  be  changed  daily. 
At  the  same  time  if  there  is  any  discharge  from  the  urethra, 
this  should  be  irrigated  with  a  weak  boracic  lotion.  If  the 
disease  is  limited  to  the  vulva  and  vagina  the  woman  may 
be  well  in  a  very  short  time,  but  it  is  liable  to  be  re-induced 
by  auto-infection  from  the  urethra,  or  from  the  ducts  of 
Bartholin's  glands,  oi*  from  the  cervix  if  the  mischief  has 
spread  there.  In  this  latter  case,  the  same  thorough 
measures  must  be  adopted  as  before,  and  the  cervix  having 
been  dilated,  the  mucous  membrane  lining  the  uterus  and 
cervix  should  be  thoroughly  curetted  and  washed  out  with 
a  1  in  2000  solution.  However,  sometimes  in  spite  of  all 
treatment  the  disease  is  liable  to  persist  and  become  chronic, 
when,  in  combination  with  antiseptics,  various  astringent 
remedies  may  be  tried.  The  usual  medicinal  and  dietetic 
measures  should  be  employed  at  the  same  time. 

4.  Gomhinaticy}i  of  local  and  constitutional  treatment, — 
Here  the  typical  instance  is  the  "  hard  chancre  '^  or  '^  mucous 
tubercle,^^  where,  besides  local  cleanliness,  internal  adminis- 
tration of  mercury  is  essential ;  the  presence  of  an  eczema 
associated  with  gout  or  rheumatism,  or  resulting  from  the 
irritation  of  a  diabetic  urine,  are  other  instances  requiring 
both  measures  of  treatment.  From  these  few  examples,  and 
others  which  have  already  been  mentioned,  it  is  readily  seen 
how,  in  a  large  number  of  cases  of  leucorrhoea,  it  is  abso- 
lutely essential  to  combine  local  applications  with  constitu- 
tional treatment  if  we  wish  to  bring  them  to  a  successful 
termination. 


A  FEW  REMINISCENCES  OF  GYNiECOLOGY 
IN  BERLIN, 


By  J.  CUETIS   WEBB,  M.A.,  M.B.,  B.C. 


When  the  Editors  of  the  '  King^s  College  Hospital  Reports' 
asked  me  to  write  an  article  on  ''  Gynaecology  in  Berlin/' 
I  at  first  felt  that  such  a  subject  would  hardly  harmonise 
with  the  more  technical  papers  that  the  ^  Reports  '  always  con- 
tain. On  further  consideration,  however,  I  realised  that 
there  are  several  points  connected  with  this  subject  that 
may  be  interesting,  and  that  are  perhaps  not  generally 
known  save  to  those  who  have  seen  hospital  procedure 
abroad,  and  which  may  possibly  induce  others,  who  wish  to 
make  a  speciality  of  this  branch  of  medicine,  to  pay  a  visit 
to  what  1  think,  from  a  teaching  standpoint  at  least,  may  be 
considered  as  the  home  of  gynaecology.  At  the  same  time 
I  cannot  but  regret  that  the  task  has  not  been  intrusted  to 
abler  hands  than  mine,  or  to  one  more  fitted  to  speak 
authoritatively  on  so  important  a  branch  of  medical  science. 

On  consideration  I  think  it  will  be  agreed  that  it  is 
almost  impossible  in  an  English  general  hospital  for  an 
ordinary  student  to  acquire  anything  like  a  thorough  prac- 
tical knowledge  of  gynaecological  diagnosis,  and,  unless  he 
have  the  good  fortune  to  hold  a  resident  appointment 
somewhere,  that  carries  with  it  charge  of  wards  and  out- 
patient department  devoted  to  diseases  of  women,  he  will  go 
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out  into  practice  knowing  but  little  more  of  gynaecology  than 
what  he  has  learnt  from  his  reading  and  oral  teaching.      In 
England  women — even  of  the  hospital  class — will  not  submit 
to  be  examined  by  five  or  six  students,  or  to  be  publicly 
demonstrated  on.      If,  with   some   persuasion,  the  physician 
can  induce  the  patient  to  allow  one  '^doctor''  to  examine 
her,  it  is  as  much  as  he  can   do ;   so  it  often  happens  that 
during    an    out-patient    day    each    student    may    practically 
examine  one  or  two  women  at  most, — if  that.      In  the  wards 
it  is  much  the  same  ;   practically  none  but  the  resident,  and 
clinical  clerks  in  that  ward,  can  make  vaginal  examinations. 
English  women  will  not  tolerate   being   "  pulled  about,''  as 
they  call  it,  and  consequently  the  student  has  but  small  op- 
portunity  of  ever  acquiring  that  accuracy  and   certainty  of 
diagnosis  that  can  only   come  from   the  habit  of  constantly 
making  examinations.      In  Berlin — indeed  on  the  Continent 
generally — this  is  different  ;   they  argue   that  if    a  woman 
receives  skilful   treatment    gratuitously   afforded,    it  is  but 
fair  that,  by  permitting  herself  to  be  examined,   she  enable 
students  to  learn,  and  gynaecology  to  be  thus  established  on 
a  firm  and  scientific  basis.      Berlin  abounds  with  gynaeco- 
logical clinics  ;  in  addition  to  the  wards  of  the  Charite  under 
Professor  Gusserow,  and  the  Konigliche  Frauenklinik  under 
Professor  Olshausen  and  Dr.  Winter,  there   are  the  private 
hospitals   of   Martin,    Mackenrodt,    Landau,   and   Diihrssen. 
In  all  of  these   out-patients   are   seen  at  least  four  days  a 
week,  and  I  know  from  experience  that  each  student  who 
has  joined  a  course  at  one  or  more  of  these  places  can  reckon 
on  from  eight  to  ten  examinations   at  least  per  diem.      Of 
course,  too,  the  out-patient  hours  are  not    all  simultaneous, 
so  that,  by  going  on  from  one  clinic  to  another,  a  very  con- 
siderable experience  may  be  gained  in  a  comparatively  short 
time. 

The  patients  are,  of  course,  all  examined  in  the  dorsal 
position,  to  which  naturally  most  of  us  are  practically 
unused,  but  there  is  no  doubt  that  the  majority  of  men 
find  it  a  far  easier  posture  for  examining  than  our  left 
lateral.  Its  great  drawback,  of  course,  is  the  more 
elaborate  paraphernalia  of  getting  into  the  position,  espe- 
cially where  the  patient  has  to  mount  one  of  the  '^ patent'' 
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chairs  or  tables — and  to  the   English   mind   the    attendant 
exposure  is  at  first  a  little  startling.      We  are  not  accus 
tomed  to  examine  visually  unless  it  be  thought  necessary  in 
that  particular  case ;  but  as  a  rule^  where  the  dorsal  position 
is  used  in  an   out-patient  department^   circumstances  over 
which   the   student    has    no   control   (except  by  closing    his 
eyes)   compel  an  ocular   inspection — it  may  be   but    super- 
ficial— before  he  can  approach  near  enough  to  the  patient 
to  examine  her  bimanually.      The   student^  too,  under  the 
supervision    of    the    professor    or    his    assistant,    does    the 
necessary  treatment  in  each  case,  even  to  curettage,  which 
it  is  the  rule  to  perform  without  anaesthetic  in  most  of  the 
out-patient  clinics.      Contrary    to    what  one  might  expect, 
this   seems  to  cause  the  patient  but  little  pain,  and  after 
resting  on  a  couch  for  half  an  hour  to  an  hour  she  proceeds 
home,  often  walking  a  considerable  distance.       I  asked  one 
of  those  who   had  charge  of  a   clinic   where  I  attended  an 
out-patient    class,  whether  he  did  not  consider  this  method 
of  proceeding  was  attended  with  risk  to  the  patient,  and  lie 
acknowledged    that    in    his    opinion    the    practice    was    a 
dangerous  one,  though  he  himself,  in  the  course  of  several 
years'  experience,  had  only  known  of  one  or  two  cases,  out  of 
a  very  large  number  treated  in  this  manner,  in  which  com- 
plications had  arisen  that  could  be  in  any  way  attributed  to 
the  treatment,  and  he  added  naively,  *'  if  we  were  to  insist 
on  all  patients  who  require  curettage  being  admitted  into 
hospital,    and    so   cause    them    so   much   loss    of  time,   our 
out-patient  department  would  be  deserted,  and  the  women 
would    go   elsewhere. '^      As    the    fees    paid    by   those    who 
come    to    the    clinic    to    study   are    the    perquisites  of   the 
physician,    wsucli   a   contingency  as    the   above  is    one   that 
must   be   reckoned    with.      In   Prof.  Gusserow's  and   Prof. 
Martin's    out-patient    clinics,    in    addition    to    the    ordinary 
methods   of  gjngecological  treatment,   one  has    the   oppor- 
tunity of  thoroughly   studying,   practising,  and  seeing  the 
results   of    the   system   of    uterine    massage   for  old   pelvic 
adhesiions     introduced     by     Thiire     Brandt.       Rightly     or 
wrongly,  this   system    has    never,  to   my    knowledge,    been 
practised   to   any  extent  in   England,  but   if  only  from  the 
point    of   view   of    technical   interest    it    is    of    undoubted 
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advantage  to  study  the  method  of  employing  this  form  of 
treatment.  This  is  no  place  to  consider  the  pros  and  cons, 
but  those  who  practise  it  are  loud  in  its  praises  when  used 
in  carefully  selected  and  suitable  cases,  and  it  only  remains 
to  be  seen  whether  in  the  future  English  gynaecologists  will 
consider  it  worth  while  to  try  to  overcome  the  natural  objec- 
tions that  at  once  present  themselves. 

The  advantages  that  Berlin  offers  in  respect  to  the  large 
number  of  out-patient  clinics  is  perhaps  surpassed  by  the 
opportunities  to  mark,  learn,  and  inwardly  digest  the  purely 
clinical  work  that  the  German  system  affords.  ^  As  I  men- 
tioned before,  in  addition  to  the  two  large  public  hospitals  for 
women — the  gynaecological  department  of  the  Charite,  and 
the  Konigliche  Frauenklinik — there  are  purely  private  hos- 
pitals belonging  to  Martin,  Mackenrodt,  the  brothers  Landau, 
and  Diihrssen.  This  system  is,  of  course,  somewhat  con- 
trary to  our  English  ideas,  but  as  far  as  one  can  judge  the 
method  works  most  excellently  there.  These  institutions — 
if  one  may  so  call  them — are  all  within  ten  minutes'  walk  of 
one  another,  in  that  part  of  the  town  which  is  essentially 
the  medical  quarter,  and  where  the  poorer  class  of  patients 
live.  Though  varying  in  style  and  detail,  the  principle  of 
each  is  the  same.  There  are  three  classes  of  rooms  as 
wards :  the  first  are  luxuriously  equipped,  and  for  the  first- 
class  patients,  that  is,  those  who  pay  a  high  fee  for  the 
operation,  and  for  the  nursing  and  attendance;  the  second 
class  are  similar,  but  altogether  on  a  less  pretentious  scale, 
and  here  those  who  pay  smaller  fees  are  accommodated  ; 
the  third  class  are  rooms  containing  two  or  three  beds,  each 
furnished  very  like  our  English  wards,  with  necessaries  but 
few  superfluities,  and  here  those  of  the  poor  class  who 
attend  the  out-patient  department  attached  to  the  hospital 
— for  each  of  these  private  hospitals  has  its  out-patient 
arrangements — are  admitted  for  operation  and  treatment, 
either  free,  or  on  payment  of  some  quite  nominal  sum. 
Each  of  these  private  hospitals  will  contain  in  all  from 
thirty  to  forty  beds,  which  of  course  entails  the  presence  of 
a  matron  and  efficient  staff  of  nurses.  There  is  a  resident 
medical  officer  as  well  as  two  or  three  non-resident  qualified 
assistants.      Of  these  latter  one  is  always  a  pathologist,  and 
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few  things  struck  me  as  more  remarkable  than  the  routine 
manner  in  which  a  specimen  of  every  portion  of  tissue 
removed  by  operation  is  submitted  to  careful  microscopical 
examination — both  in  the  fresh  state  by  immediate  freezing, 
and  also  by  the  more  lengthy  process  of  hardening  and 
mounting  in  Canada  balsam.  Every  specimen  is  ticketed 
and  keptj  so  that  there  is  a  microscopical  preparation  corre- 
sponding to  almost  every  patient  that  has  been  admitted. 

Nothing  receives,  perhaps,  more  care  than  the  scrapings 
from  a  curettement^  even  though  it  be  almost  certain  that  it 
is  but  an  ordinary  endometritis.  From  a  suspected  malig- 
nant disease  of  the  uterus  a  small  piece  is  removed,  a 
section  made,  rapidly  stained  and  mounted  in  glycerine, 
and  examined  at  once.  If  a  laparotomy  is  being  performed 
for  a  pyosalpinx,  or  for  cystic  disease  of  the  ovary,  &c.,  the 
pathologist  stands  by  with  his  sterilised  platinum  wire  and 
gelatine  or  other  tubes,  and  two  or  three  cultivations  from 
the  fluid,  whatever  its  nature,  are  made  at  once  with  the 
minutest  bacteriological  precautions.  Such  attention  to 
detail  as  all  this  implies  should  accord  to  the  statistics  of 
results  obtained  by,  at  any  rate,  the  better  known  German 
gynaecologists,  more  respect  than  is  occasionally  shown 
them  by  their  colleagues  in  this  country.  The  expenses  of 
maintaining  in  its  entirety  such  an  institution  as  this 
are  of  course  very  heavy,  and  when  one  learns  that  the 
fees  paid  to  men  of  eminence  are  only  a  fraction  of  what 
specialists  of  corresponding  repute  in  England  receive,  one 
cannot  but  wonder  whether  the  payments  from  the  patients 
leave  much  margin  of  pecuniary  profit  for  the  surgeon. 
Any  one  going  over  to  Berlin  to  study  gynaecology  would 
do  well  to  take  out  one  of  the  classes  of  the  pathology  of 
this  speciality,  held  either  by  Ruge  and  Weit  in  the 
Konigliche  Frauenklinik,  or  by  Dr.  Pick,  the  pathologist  to 
Prof.  Landau's  clinic.  I  only  mention  these  two  classes  as 
they  are  the  ones  I  can  speak  of  from  experience,  espe- 
cially that  of  Dr.  Pick  ;  doubtless  there  are  others  equally 
valuable. 

Another  point  of  great  interest  in  Berlin,  especially  to 
King's  men,  is  to  observe  the  aseptic  methods  of  operating,  in 
contra- distinction  to  the  antiseptic  procedures  which  we  are 


92  A  few  Reminiscences  of  Qynsecotogy  in  Berlin. 

accustomed    to    see ;   this    is    no    place    to    enter   into    the 
relative   merits  of  the   two   systems,  but  the  comparison   is 
intensely  interesting,   and  one  feels  a  pardonable  thrill   of 
pride  when  the  Germans  generously  acknowledge  that,  though 
they  consider  the  aseptic  system  in  many  ways  an  improve- 
ment, yet  it  is  but  a  difference  in  detail  from  the  original 
antiseptic   method — a  mere  development  of  the   great  work 
of  Lord  Lister.      According  to  this  system  every  one  assist- 
ing at  an  operation,  from  the  surgeon  to  the  nurses,  wears  a 
long  sterilised  linen  apron  with  sleeves   cut  short  above  the 
elbows,  and  the  various  details  of  the  scheme  are  carried 
out    with    the    fullest    precautions.       Where    nothing    but 
minute  cleanliness  is   the  main  factor  in  ensuring  success, 
it  follows    that   there    is    likely  to   be   more   care   shown  in 
regard    to    minutise   than   where    '^  1    in    2Q  ^^    will    cover  a 
multitude  of  sins ;   and  it  is  for  this  reason  that  unless  ono 
has  been  brought  up  in  aseptics  it  is  even  harder   to  adopt 
the  method  than  it  is  to  take  up  antiseptics.      Prof.  Martin 
has  been  known  to  request  in  all  seriousness  that  those  who 
wish  to  watch  his  laparotomies,  for  which   there  is  a  special 
operating  room,  will  take  a  hath  before  they  come  and  put  on 
clean  lineyi   {sic)  ;    then  they   must   remove   their  coats,  and 
thus  prepared  may  stand  at  a  suitable    distance   from   the 
table  on  a  small  raised  form.      This  latter  is  a  merciful  pro- 
vision, for  by  the  side  of  the  Professor  is  a  large  pail  of 
sterilised   water,   and  at  intervals   into    this  a  nurse  dips  a 
fairly  large  jug  and  empties  the  contents  over  the  Professor's 
hands,  the  wound,  or  wherever  it   may   be   necessary  ;  the 
result  is  that  the  floor  is  often   an   inch  or  more   deep  in 
water.      The  Professor  and   his  assistants  wear  large  india- 
rubber  ^^  sea  boots,''  which  of  course  are  an  effectual  pro- 
tection, but  the  position  of  spectators  if  there  were  no  form 
would  be,  to  say  the  least  of  it,  damp.      When  I  say  that  I 
have   seen  Prof.  Martin  begin  to   operate   at  8  a.m.  and   go 
straight  on  with  only  one  hour's  intermission  till  2  p.m.  (in 
which   time    he    will   do    seven  or  eight   laparotomies),   the 
watching  of  his  operations  is  no  frivolous  matter. 

In  his  hospital  he  does  over  500  laparotomies  a  year, — to 
say  nothing  of  minor  vaginal  operations, — so  there  alone  one 
can  see  and  study  operative  gynaecology  to  its  fullest  extent, 
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and  under  one  of  the  most  skilful  masters  of  the  art,  and 
in  a  comparatively  short  time  one  will  probably  have  an 
opportunity  of  seeing  how  to  cope  with  any  complication  or 
difficulty  that  may  arise.  To  speak  of  Prof.  Martin's  clinic 
and  not  to  mention  his  matron,  Frau  Horn,  would  be  to 
read  Hamlet  and  leave  out  Ophelia.  When  one  watches 
him  operating  one  hardly  knows  which  to  admire  most,  his 
skilful  execution  or  her  marvellous  assistance.  The  manner 
in  which  she  knows  at  once  the  exact  instant  when  any 
particular  instrument,  any  ligature,  sponge,  or  what  not  is 
required,  and  has  it  to  his  hand  without  a  word  from  him, 
is  in  itself  a  liberal  education  as  to  what  ^^  assisting  ^' 
should  be,  and  one  goes  away  with  the  painful  if  salutary 
consciousness  of  how  often  one  '^  has  left  undone  those  things 
which  we  ought  to  have  done,  and  done  those  things  which 
we  ought  not  to  have  done,"  when  one  has  been  try- 
ing to  assist  at  some  operation  at  home,  and  one  wonders 
at  the  patience  with  which  our  poor  efforts  in  that  direction 
have  been  tolerated.  Any  who  read  this  and  have  seen 
Frau  Horn  at  an  operation  will,  I  am  sure,  agree  with  what 
I  say. 

There  are  so  many  gynaecologists  in  Berlin  who  are  the 
originators  of  special  methods  of  doing  particular  operations, 
that  for  that  alone  it  is  worth  a  visit.  It  is  something  to 
go  to  the  fountain  head,  as  it  were,  and  see  Landau  do  his 
vaginal  hysterectomy  and  his  special  pan-hysterectomy ;  to 
see  Makenrodt  do  an  anterior  vaginal  fixation,  his  vesical 
fixation,  and  his  posterior  colpotomy ;  to  see  Martin 
do  his  particular  vaginal  hysterectomy,  and  operate  on 
appendix  disease  by  vaginal  incision,  or  do  his  perineorrhaphy ; 
or  to  watch  Diihrssen  perform  his  anterior  vaginal  fixation 
by  a  distinct  method  to  that  employed  by  Makenrodt. 
Apart  from  the  mass  of  general  gynaecology  to  be  learnt, 
there  are  things  of  special  interest  to  see  and  to  hear,  e.g.  to 
attend  the  lectures  by  such  men  as  Professors  Gusserow  and 
Olshausen,  though  of  course  for  this  latter  a  certain  know- 
ledge of  German  is  required ;  however,  one  can  learn  a  very 
great  deal,  even  though  knowing  little  about  the  language — 
obviously  it  amounts  to  a  truism  to  say  the  more  one  can 
talk  and  understand  German  the  better.     Nearly  all  the  men 
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whose  names  I  have  mentioned,  and  a  large  number  of  their 
assistants,  talk  English,  and  I  can  speak  from  experience 
and  gratitude  of  the  great  trouble  they  will  take  to  make 
clear  any  points,  and  to  explain  the  technique  of  any  opera- 
tion. 

In  addition  to  out-patient  and  clinical  gynaecology,  and 
gynaecological  patholog}^,  most  of  the  teachers  give  most 
valuable  courses  of  operative  gynaecology  on  the  '^  phantom, '' 
which  is  an  arrangement  into  which  the  complete  genera- 
tive organs  from  subjects  on  which  post-mortem  examinations 
have  been  performed  at  some  of  the  big  general  hospitals 
are  fixed.  In  such  a  course  each  student  himself  per- 
forms nearly  every  operation  that  the  diseases  of  women  may 
call  for,  and,  by  taking  out  one  or  more  of  such  courses,  a  very 
fair  ground- work  may  be  acquired  on  which  to  build  up  that 
more  perfect  skill  only  to  be  obtained  by  constant  practice. 
From  personal  knowledge  I  can  only  speak  of  Dr. 
Mackenrodt's  class,  but  I  doubt  if  a  better  teacher  of 
gynaecological  operative  procedures  could  be  met  with. 

From  a  gynaecological  point  of  view  Berlin  offers  a  far 
better  field  for  study  than  Vienna  ;  this  was  the  unanimous 
verdict  of  many  men  I  met  in  Berlin  who  had  been  to  both 
places,  and  with  such  men  as  Koch,  Leiden,  Ewald,  Lassar, 
Gerhard,  Bergmann,  &c.,  and  last,  but  by  no  means  least, 
Virchow,  there  is  ample  scope  for  seeing  work  of  the 
highest  order  in  every  department  of  our  profession. 

Classes,  operations,  &c.,  begin  early,  at  about  8  a.m.,  so 
that,  especially  in  winter,  it  is  well  to  live  in  the  quarter  of 
the  town  where  most  of  the  clinics  are  situated.  Rooms 
and  living  are  cheap  ;  classes  cost  from  30  marks  (1  mark 
=  1  shilling)  for  an  out-patient  course  up  to  from  60  to  100 
marks  for  a  course  of  operative  gynaecology  or  gynaecological 
pathology.  Naturally  a  man's  expenses  vary  with  the 
number  of  classes  that  he  takes  out,  but  £10  to  £15  a  month 
ought  to  cover  everything  well,  and  I  think  every  one  who 
has  been  there  will  agree  that  it  is  money  well  spent. 
Berlin  is  not  so  overrun  with  foreigners  as  is  Vienna,  and 
an  Englishman  will  find  that  he  is  treated  with  a  courtesy 
and  consideration,  and  an  evident  desire  to  afford  him  every 
possible  facility  in  his  work,  that  will  leave  a  very  pleasant 
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impression  on  his  mind  of  the  German  nation — I  speak  from 
my  own  experience. 

Just  when  I  was  starting  for  Berlin  I  was  given  a  piece 
of  advice  by  Dr.  Playfair,  which  I  think  I  cannot  do  better 
than  repeat  as  a  concluding  sentence  for  the  benefit  of  any 
who  may  contemplate  a  visit  to  Germany  to  study  gynae- 
cology :  '^  Go  to  Berlin  to  study  how  to  operate,  but 
remember  when  to  operate  from  your  English  training.^' 
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CASES  OF  INTEREST  UNDER  MR.  WILLIAM  ROSE. 


The  past  twelve  months  have  not  yielded  any  very 
exceptional  cases,  though  at  the  same  time  there  are  several 
which  are  worthy  of  notice. 

1.  Two  cases  of  retro- pharyngeal  abscess.  Case  i. — 
Alice  E — J  aet.  12  months,  was  admitted  on  the  1st  of 
October,  1896,  with  a  swelling  on  the  right  side  of  the 
neck,  which  had  been  noticed  for  about  nine  days,  and  had 
rapidly  increased  for  the  last  twenty-four  hours.  There 
was  great  difficulty  in  swallowing,  and  the  child  was 
evidently  in  pain  ;  the  temperature  was  102°,  and  the  pulse 
rapid.  The  patient  was  anassthetised,  and  the  interior  of 
the  mouth  and  fauces  examined,  when  an  elastic  swelling 
was  felt  pushing  forwards  the  posterior  pharyngeal  wall. 
The  neck  was  carefully  purified,  and  an  incision  made 
parallel  to  and  behind  the  right  sterno-mastoid  ;  a  great 
deal  of  pus  was  evacuated,  a  drainage-tube  inserted,  and 
the  wound  dressed.  Forty-eight  hours  afterwards  the 
breathing  was  so  embarrassed  from  oedema  of  the  glottis  that 
tracheotomy  became  necessary.  The  child  made  good 
progress,  the  wound  in  the  neck  healing  slowly  but  soundly. 
At  the  end  of  a  week  or  ten  days  an  india-rubber  tracheo- 
tomy tube  was  substituted  for  the  silver  one,  and  a  few 
days  later  a  vulcanite  tube  was  tried,  but  did  not  answer. 
Any  attempt  to  leave  out  the  tube  from  the  trachea  for  any 
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length  of  time  was  followed  by  such  urgent  symptoms  of 
impending  suffocation  that  its  replacement  was  absolutely 
necessary.  On  January  8th  a  No.  1  O'Dwyer^s  intubation 
cannula  was  introduced,  a  silk  thread  being  attached  to  it. 
Unfortunately  the  child  got  hold  of  the  silk  and  pulled  out 
the  cannula,  so  that  the  rubber  tube  bad  to  be  re-inserted 
through  the  tracheal  wound.  Five  days  afterwards  the  in- 
tubation tube  was  replaced  without  any  silk  attachment, 
and  was  now  left  in  for  five  days,  at  the  end  of  which  period 
the  tracheotomy  wound  had  practically  healed,  and  the  child 
was  able  to  breathe  naturally. 

Case  ii. — Henry  B — ,  set.  5,  was  admitted  on  October  28th 
with  a  deep-seated  swelling  on  the  left  side  of  the  neck, 
which  had  existed  some  days.  The  left  sterno-mastoid 
was  contracted,  drawing  the  head  down  on  the  shoulder, 
and  there  was  marked  constitutional  disturbance.  Nothing 
abnormal  could  be  detected  through  the  mouth.  The  neck 
was  purified  and  an  incision  made  behind  the  left  sterno- 
mastoid,  and  dressing  forceps  introduced  through  the  deep 
fascia ;  about  a  tablespoonful  of  thick  curdy  pus  was 
evacuated,  and  on  inserting  the  finger  bare  bone  was  felt 
on  the  anterior  surface  of  the  third  and  fourth  cervical 
vertebra?.  The  cavity  was  flushed  out,  drained,  and 
dressed.  The  wound  healed  in  about  fourteen  days,  and 
the  boy  left  the  hospital,  his  head  having  regained  its 
normal  position. 

Both  these  cases  show  the  great  value  of  dealing  with 
retro-pharyngeal  abscesses  from  the  neck.  It  is  very 
tempting  to  attack  them  from  the  pharynx,  especially  when 
there  is  decided  bulging,  and  the  abscess  is  threatening  to 
burst.  The  risks,  however,  of  septic  contamination  of  the 
wound  and  of  the  air-passages  are  too  obvious  to  require 
more  than  the  mere  mention.  More  particularly  is  this  the 
case  when  the  abscesses  are  of  tuberculous  origin  and 
connected  with  disease  of  the  vertebrae. 

The  first  case  was  also  interesting  as  an  illustration  of  the 
difficulties  which  sometimes  arise  when  the  time  has  come 
for  removing  a  tracheotomy  tube.      The  trouble  is  usually 
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brought  about  by  loose  and  even  pedunculated  granulation 
tissue  being  drawn  in  over  the  lower  aperture  in  the  trachea, 
thus  acting  as  a  valve  and  interfering  with  inspiration,  so 
much  so  that  asphyxia  is  threatened  unless  prompt  measures 
are  taken  to  reopen  the  passage.  In  other  instances  laryn- 
geal stenosis  or  spasm  induce  similar  symptoms,  especially 
when  the  sides  of  the  tracheotomy  wound  fall  together  in 
the  child's  vigorous  efforts  to  draw  air  into  the  lungs.  It 
is  of  the  first  importance  to  ascertain  which  of  these  causes 
is  present.  If  due  to  protuberant  granulations,  they  should 
be  removed  or  cauterised ;  but  I  believe  we  have  in  the 
O'Dwyer's  intubation  tube  an  excellent  means  for  over- 
coming any  of  these  difficulties.  Case  i  is  the  first  in 
which  I  have  seen  it  employed,  and  after  the  second 
introduction  its  effects  were  most  satisfactory,  enabling 
the  child  to  breathe  comfortably,  the  tracheotomy  wound  to 
heal,  and  restoring  the  patency  of  the  natural  passages. 
This  is  brought  about  by  inducing  pressure  atrophy  and 
absorption  of  the  redundant  granulations,  and  by  counter- 
acting the  laryngeal  spasm. 

2.  Popliteal  aneurism  ;  ligature  of  the  superficial  femoral ; 
gangrene  of  the  leg  ;  amputation  of  the  thigh. — John  G.  F — , 
aet.  55,  a  lawyer's  clerk,  was  admitted  on  the  26th  of 
October,  1896.  Ten  months  previously  the  patient  first  had 
noticed  a  swelling  in  the  left  popliteal  space,  causing  lame- 
ness and  pain  of  a  burning  character  extending  down  to  the 
foot.  It  was  treated  as  rheumatism  and  rubbed.  On 
admission  there  was  a  pulsating  swelling  about  the  size  of 
a  bantam's  egg  in  the  left  popliteal  space;  the  pulsation 
was  distensile.  There  was  also  an  aneurismal  dilatation  of 
the  superficial  femoral  close  to  Hunter's  canal,  probably  in- 
dicating a  general  condition  of  degeneration  of  the  vascular 
tunics,  to  some  extent  accounted  for  by  previous  habits  of 
intemperance  and  a  sedentary  mode  of  life.  There  was  no 
history  of  syphilis. 

On  October  30th  the  superficial  femoral  was  ligatured  in 
the  middle  of  Scarpa's  triangle,  the  vessel  being  tied  with 
three  strands  of  medium  catgut. 

Unfortunately  during  the  preparation  of  the  limb  a  piece 
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of  cyanide  gauze  dressing  was  wrapped  around  the  region 
of  the  popliteal  space,  and  this  was  left  on  during  the 
operation,  and  its  removal  afterwards  forgotten.  Whether 
this  had  anything  to  do  with  what  followed,  it  is  difficult  to 
say,  but  its  presence  must  to  some  extent  have  hindered 
the  return  of  blood  through  the  superficial  veins.  Forty- 
eight  hours  after  operation  I  examined  the  limb  ;  the  toes 
were  of  a  bluish  colour,  and  there  were  irregular  red  patches 
on  the  dorsum  of  the  foot  and  outer  side  of  the  leg.  On 
removing  the  piece  of  cyanide  gauze,  which  was  then  seen 
encircling  the  limb  at  the  popliteal  space,  there  was  a 
marked  sulcus  in  the  skin  immediately  below.  It  was 
evident  that  gangrene  had  occurred,  though  there  was  no 
definite  line  of  demarcation.  The  sole  of  the  foot  was 
anaesthetic,  but  the  dorsum  was  hypersesthetic  near  the 
ankle.  The  foot  and  leg  were  slightly  elevated,  wrapped 
in  an  antiseptic  dressing  and  cotton  wool,  and  kept  as 
warm  as  possible.  Six  days  later  the  stitches  were  removed 
from  the  incision  in  the  thigh,  the  wound  having  completely 
healed,  and  after  purifying  the  parts  thoroughly  I  amputated 
through  the  middle  of  the  thigh  by  antero-posterior  skin 
flaps.  The  main  vessels  were  ligatured,  but  there  was 
very  slight  bleeding,  owing  to  the  anaemic  condition  of  the 
limb.  On  examining  the  leg  after  removal  the  anterior 
and  posterior  tibials  were  found  plugged  nearly  up  to  the 
bifurcation  with  a  decolorized  clot.  The  patient  made  a 
rapid  recovery,  and  left  the  hospital  in  twenty  days. 

The  occurrence  of  gangrene  in  this  case  was  probably 
inevitable,  as  demonstrated  by  the  condition  of  the  vessels 
found  after  the  amputation.  At  the  same  time  such  a  con- 
dition was  probably  hastened  by  the  interference  with  the 
venous  return.  The  lesson  we  learn  from  it  is  the  import- 
ance of  facilitating  in  every  possible  way  the  free  circulation 
of  both  arterial  and  venous  blood.  Other  factors  which  no 
doubt  contributed  to  this  condition  were  the  enfeebled  state 
of  the  patient's  health  from  want  of  fresh  air  and  exercise, 
as  well  as  his  sedentary  and  intemperate  habits. 

3.  An  interesting  and  in  my  experience  unique  case 
of  foreign    bodies    in    the   knee-joint   came    under   observa- 
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tion  in  November^  1896.  A  man,  aet.  25,  struck  his  right 
knee-cap  with  a  light  hammer  some  six  months  previously, 
but  experienced  no  inconvenience  at  the  time,  and  continued 
to  work.  About  a  month  afterwards  he  noticed  a  severe 
pain  in  the  knee  when  getting  out  of  bed ;  the  articulation 
became  swollen,  and  for  this  an  embrocation  had  been 
ordered.  The  swelling  and  pain  gradually  increased,  espe- 
cially after  walking.  On  examination  the  right  knee-joint 
was  found  greatly  distended,  but  not  tender,  and  the  patient 
could  bend  the  knee  to  the  normal  extent.  The  swelling 
apparently  involved  the  whole  of  the  subcrureal  pouch,  was 
fluctuating,  and  loose  bodies  could  be  felt  moving  freely  in 
the  cavity  both  upwards  and  downwards. 

On  November  14th  the  joint  was  opened  by  a  2-inch 
incision  on  the  inner  side  of  the  patella,  and  a  quantity  of 
straw-coloured  fluid  escaped,  together  with  a  number  of  oval 
bodies,  varying  in  size  from  a  melon- seed  to  a  large  walnut, 
the  largest  being  an  inch  and  a  half  long  by  an  inch  in 
breadth.  A  piece  of  the  synovial  membrane  was  clipped 
away  for  microscopic  examination;  a  drainage-tube  was 
inserted  and  the  wound  dressed  as  usual,  the  limb  being 
placed  on  a  back  splint.  The  patient  made  steady  progress 
to  recovery,  but  the  healing  was  slow,  the  tube  being  re- 
tained for  five  weeks,  and  he  did  not  leave  the  hospital  till 
January  9th.  He  has  been  seen  since,  and  the  joint  is 
quite  normal. 

Both  the  synovial  membrane  and  some  of  the  bodies  were 
examined  microscopically,  submitted  to  Dr.  Dalton,  who 
considered  that  there  was  in  them  no  evidence  of  tubercle. 
He  looked  on  the  masses  as  simply  organised  fibrin.  As 
the  result  of  the  injury  the  joint  probably  became  filled  with 
blood-clot,  and  the  constant  movements  had  broken  this  up 
into  isolated  portions  which  subsequently  assumed  rounded 
and  ovoid  shapes.  None  of  them  were  in  any  way  con- 
nected with  the  synovial  membrane,  or  showed  any  signs  of 
previous  attachment  to  it. 

4.  A  most  interesting  case  of  cyst  of  the  omentum  must 
next  be  noticed.  It  appears  that  the  patient  was  admitted 
under  Dr.  John  Phillips  for  the  removal  of  what  turned  out 
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to  be  a  multilocular  ovarian  cyst  in  October,  1896.     About 
a  fortnight  after  the  operation  she  complained  of  pain  in 
the  right  loin,  which  gradually  increased  in  severity.      She 
stated   that  she   had   suffered  from   similar   pain  after  the 
birth  of  her  only  child  about  four  years  before.      Nothing 
abnormal  had  been  noticed  as  regards  the  urinary  secretion 
or  the  act  of  micturition.      On  examination  a  tumour  could 
be  distinctly  felt  occupying  the  right  lumbar  region,  extend- 
ing to  the  median  line  in  front  and  passing  up  under  the 
costal  margin  ;  it  was  elastic  and  fluctuating,  and  there  was 
dulness  on  percussion  over  the  affected  area,  except  where 
the   colon   passed   in    front   of   it.      There  was  no  pain  on 
pressure.      The  general  appearance  of  the  patient  was  good, 
the  temperature  normal,  and  the  urine  free  from  albumen 
and  sugar.      She  was  transferred  to  the  Wigram  Ward,  and, 
as  a  renal  tumour  was  diagnosed  on  February  8th,  the  usual 
incision  was  made  in  the  right  loin  for  exposing  the  kidney, 
which    was    easily    found,    and    appeared    to    be    perfectly 
healthy  and  not  enlarged.      The  incision  was  then  carried 
further    forwards    and    the   peritoneum    opened.     A   large 
tumour  was  at  once  felt  and  made  to  project  through  the 
wound ;   it  was  punctured  with  an  ovarian  trocar,  and  about 
a  pint  of  clear  fluid  drawn  off.      The  mass  was  then  drawn 
out,  and  was  found  to  contain  other  cysts.      There  was  no 
pedicle,  and  its  only  connection  was  with  the  great  omentum 
by  means  of  a  narrow  adhesion,  which  was  ligatured  and 
divided.      The  peritoneum   was  treated   in   the   usual   way, 
and  the  wound  closed  by  superficial  and  deep  stitches  after 
a  drainage-tube  had  been  inserted.      The  patient  made  an 
uninterrupted  recovery,  and  was  discharged  on  the  19th  of 
March. 

As  to  the  nature  of  this  cyst,  it  would  appear  to  have 
originated  in  the  right  ovary,  subsequently  becoming  de- 
tached from  its  uterine  connections  by  twisting  of  the 
pedicle.  The  nutrition  of  the  cyst  was  maintained  through 
the  omental  adhesion,  which  had  probably  formed  before 
the  rotation  of  the  pedicle.  It  is  possible  that  the  tumour 
was  present  at  the  time  of  the  previous  operation,  but  had 
escaped  observation  from  its  small  size,  and  from  being 
obscured   by  the  larger  mass.      The  influence  of   the   first 
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laparotomy  was  such  as  to  induce  a  very  rapid  increase  in 
its  rate  of  growth,  an  occurrence  which  has  often  been 
noticed  by  others ;  it  seems  likely  that  the  increased  vascu- 
larity of  the  peritoneum  has  something  to  do  with  this, 
although  some  authorities  attribute  it  to  an  alteration  in  the 
intra-abdominal  pressure. 

5.  Another  unusual  abdominal  case  is  that  of  a  woman 
aet.  56,  who  was  admitted  on  October  3rd,  1896,  with 
a  hard,  smooth,  rounded  tumour  in  the  hypogastrium. 
She  had  borne  ten  children,  the  youngest  being  then  sixteen 
years  of  age.  The  menopause  occurred  nine  years  before, 
and  for  the  last  twelve  months  she  had  noticed  that  her  belly 
was  getting  larger.  Latterly  difficulty  in  stooping  had  been 
experienced,  and  pain  after  walking  any  distance  ;  a  forcing 
sensation  had  also  been  noticed  when  at  stool,  and  bright 
blood  had  been  passed  occasionally ;  she  thought  the  bleed- 
ing gave  her  great  relief.  On  palpating  the  abdomen  the 
tumour  could  be  distinctly  defined  and  moved  about  in  the 
region  of  the  pelvic  brim,  over  which  it  appeared  to  dip 
into  the  pelvic  cavity,  but  from  which  it  could  not  be  lifted. 
It  invaded  both  iliac  regions,  but  there  was  no  dulness  in 
the  flanks.  Per  vaginam  the  cervix,  though  atrophied,  was 
normal,  and  a  sound  passed  three  and  a  half  inches  ;  the 
tumour  seemed  to  be  attached  to  the  uterus. 

On  October  16th  I  performed  a  median  laparotomy,  and 
found  a  solid  tumour  slightly  adherent,  but  easily  lifted  out 
of  the  abdomen,  bringing  into  view  the  pedicle,  which  was 
narrow  and  connected  with  the  right  broad  ligament  and 
tube.  This  was  ligatured  in  the  usual  way  and  divided. 
The  wound  was  closed  without  drainage  by  buried  and 
superficial  stitches.  With  the  exception  of  a  severe  febrile 
attack,  probably  due  to  influenza,  coming  on  about  a 
fortnight  later,  and  which  subsided  in  forty-eight  hours, 
she  made  an  uneventful  recovery. 

On  examining  the  tumour  it  was  found  to  be  entirely 
solid,  with  no  sign  of  cystic  change  ;  it  was  fibro-myomatous 
in  nature,  being  derived  from  the  ovarian  stroma.  Solid 
tumours  of  the  ovary  are  uncommon,  the  chief  ones  being 
pure  fibroma,  fibro-myoma,   sarcoma,  and  carcinoma.      The 
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history  of  this  case,  its  probable  duration,  the  slight  adhe- 
sions, and  the  absence  of  ascitic  fluid  in  the  peritoneum, — all 
these  points  indicated  that  the  mass  was  simple,  and  not 
malignant  in  nature  j  and  this  conclusion  was  fully  borne  out 
by  the  microscope. 

6.  Two  very  interesting  and  successful  cases  of  nephrec- 
tomy were  undertaken  about  the  same  time  in  July,  1897, 
one  being  for  calculous  pyonephrosis,  the  other  for  simple 
hydronephrosis. 


Case  i. — Rose  C — ,  set.  56  years,  was  admitted  on  July  6th. 
The  family  and  personal  history  was  comparatively  unim- 
portant until  the  symptoms  of  renal  calculus  manifested 
themselves  about  six  months  previously ;  her  habits  had  been 
temperate,  and  there  was  no  history  of  gout.  Her  troubles 
commenced  with  a  severe  attack  of  renal  colic  in  the  February 
preceding  admission,  which  lasted  eighteen  hours  ;  it  came 
on  at  the  end  of  micturition,  and  was  not  attributable  to 
any  jolting  or  jarring  of  the  body ;  it  was  accompanied  by 
irritability  of  the  bladder,  the  urine  passed  being  thick, 
malodorous,  and  containing  a  brownish  sediment,  a  condition 
which  persisted  for  about  twenty-four  hours.  A  second 
similar  attack  occurred  in  March,  and  subsequently  she  had 
several,  the  last  before  admission  taking  place  on  June  25th. 
On  admission  she  appeared  to  be  a  stout,  well-nourished 
woman ;  the  abdominal  parietes  were  covered  with  an 
abundant  fatty  deposit  which  rendered  examination  difficult. 
The  right  kidney  could,  however,  be  clearly  distinguished 
as  a  large  swelling,  rounded,  somewhat  tender,  and  slightly 
moveable.  The  urine  always  contained  a  certain  amount 
of  pus;  its  specific  gravity  was  1012,  and  neither  sugar, 
casts,  nor  crystals  were  to  be  found. 

On  July  15th  she  had  an  attack  of  renal  colic  lasting  for 
eight  hours,  which  was  not  so  severe  as  some  previous  ones; 
the  pain  was  more  of  an  aching  character,  but  she  only 
needed  to  micturate  twice  during  that  time ;  a  considerable 
quantity  of  pus  was  subsequently  passed,  but  no  blood. 
The  temperature,  which  previously  had  been  almost  normal, 
was  during  the  attack  elevated  to  100°. 
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Oq  July  24th  nephrectomy  was  performed.  The  usual 
oblique  incision  was  made  in  the  right  loin,  and  the  kidney 
exposed  without  much  difficulty.  Traction  was  made  upon 
it  by  two  silk  slings  passed  through  its  substance,  and  its 
size  diminished  by  puncturing  and  letting  off  the  fluid,  the 
wound  meantime  being  packed  round  with  sponges.  The 
renal  artery  and  vein  and  the  ureter  were  then  isolated, 
ligatured  by  means  of  stout  silk,  and  divided,  and  the  organ 
removed.  The  wound  was  flushed  out,  the  muscular  layers 
brought  together  by  buried  sutures,  and  a  full-sized  drainage- 
tube  left  in  the  lower  angle. 

On  examination  of  the  kidney  it  was  found  to  be  con- 
verted into  a  large  cyst,  very  little  of  the  cortical  structure 
remaining.  The  ureter  was  completely  blocked  with  an 
irregular  oxalate  of  lime  calculus. 

Convalescence  was  somewhat  protracted,  but  finally  the 
wound  healed  soundly,  and  the  patient  was  dischargCjd 
cured  on  September  16th. 

Case  ii. — May  N — ,  aet.  23,  was  admitted  on  July  14th.  When 
eight  years  of  age  she  had  a  severe  attack  of  pain  on  the 
left  side  of  the  abdomen,  which  was  probably  renal  colic  ; 
this  was  associated  with  a  fulness  in  the  left  loin,  which 
afterwards  disappeared.  Similar  attacks  recurred  at  inter- 
vals, lasting  for  a  day  or  two.  This  condition  of  things 
persisted  for  about  eight  years,  and  then  she  noticed  a  small 
hard  swelling  in  her  left  side,  which  steadily  increased  in 
size,  and  was  still  accompanied  by  intermittent  attacks  of 
pain.  She  took  to  her  bed  seven  weeks  before  admission, 
and  suffered  increased  pain  and  violent  sickness.  She 
stated  that  during  the  paroxysms  of  pain  the  quantity  of 
urine  passed  diminished,  and  that  it  was  occasionally  blood- 
stained. 

On  examination  the  left  side  of  the  abdomen  was 
occupied  by  a  smooth  elastic  swelling  about  the  size  of  a 
large  melon  ;  it  was  freely  moveable,  and  distinct  fluctua- 
tion could  be  detected.  A  clear  line  of  resonance  was 
found  running  over  the  front  of  the  swelling,  caused  pro- 
bably by  the  descending  colon.  The  urine  had  a  specific 
gravity  of  1010 ;  it  contained  no  albumen  or  sugar. 
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On  July  IGtli  I  opened  the  abdominal  cavity  through  a 
4-iuch  incision  parallel  to  the  outer  border  of  the  left 
rectus  muscle.  The  peritoneum  was  divided  to  a  similar 
extent,  and  the  hand  introduced  so  as  to  enable  me  to 
explore  both  lumbar  regions.  The  right  kidney  was  large 
and  healthy,  and  the  pulsations  of  the  renal  artery  were 
clearly  felt.  The  left  organ  was  lost  in  the  tumour,  which 
occupied  the  whole  of  the  loin.  After  packing  the  wound 
round  with  sponges  and  gauze  tampons,  the  cyst  was 
punctured,  and  about  forty-five  ounces  of  reddish-coloured 
fluid  were  drawn  off,  smelling  of  urine  and  containing 
albumen.  The  renal  artery  and  vein  were  ligatured,  as  also 
the  ureter,  which  was  attenuated.  After  dividing  these  the 
cyst  was  easily  enucleated,  leaving  a  cavity  of  considerable 
size,  which  was  flushed  out  with  sterilised  saline  solution  ; 
all  bleeding  points  having  been  secured,  three  or  four  broad 
strips  of  cyanide  gauze  were  laid  in  the  wound  with  their 
ends  hanging  out,  and  the  rest  of  the  incision,  including  the 
peritoneum,  muscles,  and  skin,  sutured.  The  patient's  re- 
covery was  by  no  means  free  from  anxiety,  as  for  nearly 
a  month  the  temperature  varied  between  100°  and  103  , 
although  there  was  no  evidence  of  any  accumulation  of  dis- 
charge in  the  wound. 

These  two  cases  enable  us  to  contrast  the  lumbar  and 
abdominal  methods  of  performing  nephrectomy.  The  former 
is  more  adapted  to  cases  of  moderate  enlargement  of  the 
kidney,  from  whatever  cause  it  may  arise  ;  and  where  sepsis 
is  suspected  it  is  of  course  desirable  not  to  contaminate  the 
peritoneal  cavity.  On  the  other  hand,  in  large  renal 
tumours,  especially  where  the  diagnosis  is  doubtful,  the 
abdominal  route  is  certainly  to  be  preferred,  enabling  one 
as  it  does  to  explore  the  opposite  organ,  and  make  certain 
of  its  presence  and  condition,  as  well  as  giving  the  surgeon 
much  more  freedom  of  action  in  dealing  with  the  tumour 
itself.  I  should  be  sorry  to  give  any  preference  to  either 
method  ;  the  necessities  and  surroundings  of  each  particular 
case  must  decide  the  route  to  be  adopted. 
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CASES  OF  INTEREST  UNDER  MR.  WATSON 
CHBYNE. 


Among  a  considerable  number  of  cases  of  interest  under 
treatment  during  the  year,  the  following  are  especially 
worthy  of  notice. 

1.  Subphrenic  abscess, — G.  H — ,  aet.  15,  male,  was  admitted 
on  March  29tli,  1897,  complaining  of  a  painful  swelling  in 
the  pit  of  the  stomach.  The  family  history  was  unimport- 
ant. The  patient  had  always  enjoyed  fairly  good  health, 
and  was  a  leading  chorister  in  a  large  choir.  The  history 
of  the  present  illness  was  that  on  March  17th  the  patient 
was  playing  football,  and  during  the  game  he  received  a 
blow  in  the  pit  of  the  stomach  which  took  away  his  breath, 
and  doubled  him  up  with  the  pain.  He  did  not  vomit,  but  was 
unable  to  take  a  deep  breath  for  a  time,  nor  could  he  sing 
on  the  evening  of  that  day  on  account  of  the  pain.  On  the 
19th  he  felt  ill  and  giddy,  took  to  his  bed,  and  sent  for  his 
doctor,  who  on  the  28th,  having  observed  a  swelling  at  the 
pit  of  the  stomach,  punctured  it  and  drew  off  some  pus. 
Previously  to  the  accident  he  had  not  been  ill,  had  not 
suffered  from  pain  after  food,  nor  stomach  trouble  of  any 
kind. 

Condition  on  admission. — The  boy  was  pale  and  anaemic, 
and  his  temperature  on  admission  was  101°;  there  was  a 
swelling  just  below  the  tip  of  the  xiphoid  cartilage,  nearly 
central  in  position,  dull,  tender,  and  fluctuating  ;  the  skin 
moved  freely  over  it,  but  the  fingers  could  not  be  inserted 
between  the  swelling  and  the  margin  of  the  ribs.  The  boy 
looked  very  ill,  and  had  a  rapid  feeble  pulse,  but  beyond 
the  swelling  there  were  no  special  symptoms. 

An    anaesthetic    having    been    given,    the    swelling    was 
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opened  in  the  middle  line  and  a  quantity  of  pus  evacuated, 
the  opening  being  made  about  an  inch  below  the  ensiform 
cartilage  ;  the  finger  was  then  introduced  into  the  cavity, 
but  could  not  reach  far  enough  to  explore  all  its  ramifica- 
tions. The  abscess  was  situated  in  front  of  the  stomach, 
and  apparently  passed  up  beneath  the  left  lobe  of  the  line 
between  it  and  the  diaphragm, — in  fact,  it  was  evidently  a 
subphrenic  abscess.  A  large  drainage-tube  was  inserted, 
and  an  antiseptic  dressing  applied. 

For  a  time  the  cavity  drained  well,  and  the  drainage-tube 
was  gradually  shortened  and  ultimately  left  out.  About 
the  middle  of  April,  however,  the  temperature  rose  very 
considerably  and  became  hectic,  and  during  my  absence 
from  town  a  swelling  was  noticed  on  the  right  side,  which 
was  dull  on  percussion,  and  resembled  an  empyema. 
Accordingly  on  April  17th  Mr.  Cheatle  excised  a  portion 
of  the  sixth  rib  in  the  mid-axillary  line,  and  opened  the 
pleural  cavity.  No  pus,  however,  was  found,  the  pleural 
cavity  was  not  obliterated,  and  the  incision  was  therefore 
closed.  An  opening  was  then  made  three  inches  lower 
down  in  the  mid-axillary  line,  and  here  pus  was  found 
between  the  liver  and  the  diaphragm ;  no  communication 
with  the  cavity  originally  opened  could  be  made  out. 

The  patient's  general  condition  remained  about  the  same, 
the  temperature  continued  high  and  of  a  hectic  character, 
and  the  boy  became  very  pale  and  ana3mic.  At  the  end  of 
May  pus  was  found  to  be  coming  from  the  upper  of  the  two 
incisions  in  the  side,  which  had  not  yet  quite  healed. 
Accordingly  on  June  1st  this  opening  was  enlarged  and 
more  rib  excised,  and  a  large  quantity  of  pus  let  out  of  the 
pleural  cavity,  which  was  drained  in  the  usual  manner. 
For  a  time  the  boy's  condition  improved,  and  we  thought 
that  he  would  now  recover,  when  on  June  23rd  the  patient 
had  an  attack  closely  simulating  appendicitis,  the  tempera- 
ture rising  suddenly  to  101°,  and  a  hard  swelling  appearing 
in  the  course  of  a  day  or  two  in  the  right  iliac  fossa.  This 
swelling  remained  much  the  same  for  about  ten  days,  and 
then  slowly  enlarged,  and  on  July  14th  it  was  opened,  and 
a  large  abscess  was  found  which  extended  upwards  along 
the  colon  further  than  one  could  reach,  and  downwards  into 
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the  pelvis.     This  abscess  was  thoroughly  drained   by  two 
tubes. 

These  wounds  continued  discharging,  and  the  cavities 
slowly  decreased  in  size,  but  still  the  progress  of  the  patient 
was  not  satisfactory,  and  his  temperature  remained  hectic. 
On  August  25th  Mr.  Burghard  opened  up  the  side  again, 
and  found  that  there  was  a  fresh  collection  of  pus  somewhat 
higher  up  in  the  right  pleural  cavity.  On  September  2nd 
the  patient  complained  of  numbness  of  the  right  side  of  the 
body,  followed  by  occasional  nodding  movements  of  the  head, 
which  were  quite  involuntary.  On  September  7th,  at 
2  a.m.,  there  was  a  clonic  spasm  of  the  right  arm  and  leg, 
which  was  succeeded  by  others,  lasting  in  all  for  about  an 
hour,  until  the  administration  of  chloral  and  bromide  of 
potassium  produced  sleep.  On  awakening  it  was  found 
that  he  had  complete  paralysis  of  the  right  arm  and 
slightly  less  of  the  left  leg,  and  some  weakness  of  the  facial 
muscles  on  the  same  side ;  the  fingers  of  the  right  hand 
were  flexed  and  rather  rigid.  The  patellar  reflex  was 
increased_,  and  ankle-clonus  was  present  in  the  right  leg  ; 
ocular  movements  normal,  pupils  equal  and  reacting  to 
light  and  accommodation.  There  was  no  distinct  anaes- 
thesia. Occasional  twitching  of  the  muscles  of  the  right 
arm  and  leg  was  noticed  throughout  the  day ;  the  tem- 
perature was  subnormal.  On  the  8th  the  patient  was 
drowsy,  there  was  intense  optic  neuritis  on  the  right  side, 
the  left  disc  being  normal.  On  the  9th  he  was  still  more 
drowsy,  his  speech  was  rather  thick,  his  tongue  protruded 
to  the  right,  there  was  continuous  vomiting  after  food,  and 
he  had  to  be  fed  by  nutrient  enemata  :  still  some  twitching, 
and  the  paralysis  remained  the  same.  On  the  10th  he  was 
less  drowsy,  and  his  right  pupil  more  dilated  than  the 
left.  On  the  11th  he  was  very  drowsy,  could  not 
understand  what  was  said  to  him ;  slight  anaesthesia 
of  the  right  side  of  the  face,  some  spasm  of  the  back 
muscles.  On  the  12th  he  was  less  drowsy  and  more 
intelligent,  but  there  was  no  improvement  in  the  other 
symptoms.  14th. — Severe  headache.  15th. — Patient  coma- 
tose, tonic  contraction  of  the  right  biceps,  pulse  generally 
slow  but  very  variable,  temperature  still  subnormal.    16th. — 
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Respirations  sighing  and  varying.  17th. — Answers  questions 
well.  18th. — Two  convulsive  attacks  of  dyspnoea,  each  last- 
ing for  about  ten  minutes,  during  which  he  became  cyanosed, 
and  the  pulse  was  very  rapid  and  weak.  On  the  19th  the 
patient  gradually  became  more  and  more  comatose,  an 
internal  squint  developed  on  the  20th,  and  the  patient 
lingered  till  the  22nd  in  the  same  condition,  spasms 
occurring  to  within  a  short  time  of  his  death.  During 
this  period  there  was  no  doubt  about  the  existence  of 
cerebral  abscess,  but  the  friends  of  the  patient  would  not 
permit  any  further  operation. 

On  post-mortem  examination  the  body  was  greatly 
emacifited,  the  pericardium  and  heart  normal  ;  the  right 
pleura  had  been  opened,  there  were  numerous  adhesions, 
except  over  the  two  lower  lobes,  where  there  was  a 
fistulous  track  with  thick  walls  and  containing  pus ;  the 
lung  was  normal  and  crepitant ;  there  were  numerous  adhe- 
sions between  the  liver  and  the  diaphragm;  the  left  lobe  of 
the  liver  was  not  immediately  beneath  the  wound  in  the 
abdomen,  which  had  quite  healed,  and  was  tightly  ad- 
herent to  the  intestines  beneath  ;  in  the  middle  of  the 
upper  part  of  the  right  lobe  of  the  liver  and  close  to  the 
surface  there  was  an  abscess  the  size  of  the  last  phalanx  of 
the  middle  finger,  full  of  pus,  and  only  separated  from  the 
peritoneal  cavity  by  an  adhesion  which  gave  way  during 
removal.  The  portal  vein  and  spleen  were  normal ;  the 
kidneys  showed  marked  hydronephrosis  with  phosphates  in 
the  pelvis  of  the  right  one;  the  ureter  was  dilated  and 
compressed  by  fibroid  thickening  around  the  bladder,  due 
to  old  cellulitis.  The  rectum  and  caecum  were  normal;  the 
outer  wall  of  the  appendix  was  thickened,  the  mucous  mem- 
brane normal,  no  perforation ;  by  its  side  was  a  fistula 
containing  pus,  communicating  with  an  opening  in  the 
groin.  There  was  a  large  abscess  with  thick  fibrous  wall 
in  the  left  hemisphere  of  the  brain,  it  reached  the  surface 
of  the  convexity  over  a  considerable  area  just  behind  the 
fissure  of  Rolando,  where  it  had  nearly  perforated  into  the 
arachnoid  ;   it  was  the  size  of  a  medium  orange. 

This  case  is  an  example  of  a  subphrenic  abscess  develop- 
ing in  the  usual  position,  namely,  between  the  stomach,  the 
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liver  and  diaphragm.  In  the  first  instance  the  abscess  was 
evidently  situated  in  front  of  the  stomachy  being  separated 
from  the  abdominal  cavity  by  adhesions  between  the  trans- 
verse colon  and  the  parietes.  For  a  time  the  opening  of 
the  abscess  in  that  situation  where  it  was  pointing  proved 
sufficient,  but  evidently  after  a  time  the  pus  between  the 
left  lobe  of  the  liver  and  the  diaphragm  became  shut  off 
from  the  original  cavity.  Following  on  that  an  incision 
was  made  into  the  pleural  cavity,  and  then  subsequently 
another  incision  lower  down,  which  probably  also  opened 
the  pleural  cavity,  and  through  this  the  pus  was  evacuated. 
Whether  at  the  time  that  the  incision  was  made  through 
the  rib^  or  subsequently  the  pleural  cavity  became  infected 
is  not  certain,  but  before  long  suppuration  occurred  in  the 
pleura  and  an  empyema  formed.  Subsequently  the  ap- 
pendix became  inflamed,  probably  not  by  direct  continuity 
but  by  infection  from  the  pyogenic  organisms  which  had 
now  gained  access  to  the  blood,  and  an  abscess  developed 
in  that  situation.  Finally  another  secondary  abscess,  also 
the  result  of  the  blood  infection,  occurred  in  the  cerebrum, 
and  ultimately  led  to  the  death  of  the  patient. 

The  subject  of  subphrenic  abscess  is  one  which  has  of 
late  attracted  a  considerable  amount  of  attention,  and  by 
this  term  is  meant  an  abscess  which  occurs  beneath  the 
diaphragm,  usually  in  the  peritoneal  cavity,  and  most 
commonly  has  its  seat  in  the  space  limited  by  the  stomach, 
the  pancreas,  the  left  lobe  of  the  liver,  the  spleen,  and  the 
diaphragm  at  the  posterior  part;  it  is  shut  off  from  the 
general  abdominal  cavity  by  adhesions  between  these  various 
organs,  and  also  between  the  transverse  colon  and  the 
parietes.  Very  often  these  abscesses  contain  gas,  and  in  the 
early  period  they  may  be  mistaken  for  pyopneumothorax. 
Abscesses  in  this  situation  are  most  commonly  associated 
with  perforation  of  the  stomach,  but  in  the  case  narrated 
there  was  no  evidence  of  any  such  perforation,  and  the 
probability  is  that  the  cause  in  this  instance  was  haemor- 
rhage into  the  above  space  as  the  result  of  the  blow,  and 
subsequent  infection  of  the  effused  blood  by  pyogenic 
organisms  which  led  to  suppuration.  The  subphrenic 
abscesses  spread  up  between  the  left  lobe  of  the  liver  and 
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the  diaphragm  towards  the  right,  but  as  a  rule  they  stop  at 
the  suspensory  ligament  of  the  liver. 

In  other  cases  subphrenic  abscesses  occur  between  the 
right  lobe  of  the  liver  and  the  diaphragm,  and  do  not  extend 
to  the  left,  also  on  account  of  the  suspensory  ligament ;  and 
in  these  instances  the  pus  may  be  beneath  the  peritoneum, 
though  usually  it  is  intra-peritoneal.  Abscesses  in  this 
part  generally  originate  in  connection  with  the  liver,  kidney, 
duodenum,  or  appendix  vermiformis.  If  these  abscesses 
are  left  alone,  pleurisy  and  pneumonia  often  occur  above 
the  diaphragm,  perforation  of  the  diaphragm  takes  place, 
and  the  abscess  may  be  evacuated  through  the  lung;  in 
other  cases,  as  in  the  instance  before  us,  they  tend  to  point 
towards  the  abdominal  parietes,  especially  where  they  are  in 
the  common  situation  in  front  of  the  stomach.  Apart  from 
direct  communication  with  the  pleural  cavity,  empyema  is 
also  a  not  uncommon  complication  of  subphrenic  abscess, 
and  cerebral  abscess  also  frequently  occurs.  These  sub- 
phrenic abscesses  are  very  often  followed  either  by  general 
pyaemia  or  by  what  is  termed  chronic  pyaemia, — that  is  to 
say,  the  formation  of  abscesses  in  various  parts  of  the  body. 
They  may  burst  into  the  peritoneal  cavity  and  set  up  a 
general  peritonitis.  They  may  also  perforate  the  intestines 
and  be  evacuated  in  that  way,  more  especially  through  the 
transverse  colon. 

Where  the  abscesses  contain  air  they  are  almost  invariably 
associated  with  perforating  ulcer  of  the  stomach  ;  usually 
about  the  middle  portion  at  the  lesser  curvature,  and  very 
frequently  towards  the  posterior  surface.  The  occurrence 
of  subphrenic  abscesses  as  the  result  of  perforation  of  the 
vermiform  appendix  has  also  been  noted  by  various  authors, 
and  they  generally  occur  on  the  right  side  between  the 
diaphragm  and  the  right  lobe  of  the  liver,  and  from  thence 
a  channel  runs  down  along  the  outer  side  of  the  ascending 
colon  towards  the  back  of  the  caecum,  and  so  communicates 
with  the  vermiform  appendix :  in  most  cases  the  appendix 
is  bent  backwards,  the  tip  lying  towards  the  outer  side  of 
the  caecum.  Suppuration  in  the  splenic  region,  except  as 
the  result  of  injury  or  pyaemia,  is  very  rare.  There  also 
the  tendency  of  these  abscesses  is  to  perforate  the  diaphragm 


Report  of  Surgical  Department.  113 

and  lead  to  secondary  pleurisy  and  empyema,  and  evacuation 
through  the  lung.  As  regards  the  kidney  as  a  source  of 
subphrenic  abscesses,,  the  usual  perirenal  abscesses  point  in 
the  loin,  but  where  they  develop  around  the  upper  part  of 
the  kidney  they  are  contiguous  to  the  diaphragm,  and  may 
spread  upwards,  peeling  off  the  peritoneal  covering,  per- 
forating the  diaphragm,  and  thus  reaching  the  pleura  and 
lung. 

For  a  considerable  time  cases  of  subphrenic  abscess  have 
been  observed  by  various  authors,  but  it  was  not  till  1880, 
wlien  Leyden  published  an  article  on  the  subject,  that  the 
existence  of  these  abscesses  was  fully  recognised  and  looked 
for ;  his  article  was  entitled  '^  Subphrenic  Pyopneumo- 
thorax.^' His  diagnostic  points  are,  firstly,  previous  abdo- 
minal symptoms  and  absence  of  signs  of  thoracic  disease 
in  the  early  part  of  the  illness.  Secondly,  only  slight 
displacement  of  the  heart  or  bulging  of  the  intercostal 
spaces.  Thirdly,  normal  respiration  under  the  clavicle, 
with  abrupt  transition  lower  down  to  the  metallic  and 
amphoric  sounds  which  occur  in  pneumothorax.  From 
Leyden's  clinique,  Scheuerlen  published  thirty-four  cases 
with  six  recoveries ;  in  only  one  of  the  six  was  there  a 
perforating  ulcer  of  the  stomach  :  the  abscesses  were  on  the 
right  side  in  nineteen  cases,  and  on  the  left  in  fifteen.  The 
causes  were  gastric  ulcer  in  eleven,  duodenal  ulcer  in  four, 
perforation  of  the  vermiform  appendix  in  six,  injury  in 
three,  hepatic  abscess  in  two,  perisplenic  inflammation  in 
two,  and  minor  causes  in  the  others.  In  sixteen  cases 
pleuritic  effusion  was  present,  in  six  there  was  perforation 
of  the  diaphragm  and  lungs,  in  two  pyopneumothorax. 
Scheuerlen  looks  on  the  absence  of  the  actual  causes  of 
empyema,  viz.  tuberculosis,  pneumonia,  pleurisy,  and  acute 
fevers,  as  important  in  aiding  the  diagnosis  by  exclusion. 
In  many  cases,  however,  subphrenic  abscesses  can  only  be 
suspected  till  their  presence  is  settled  by  exploration. 

The  prognosis  in  these  cases  depends  almost  entirely  on 
the  result  of  surgical  treatment  by  free  incision  and  drain- 
age, although  cases  of  recovery  after  spontaneous  evacuation 
are  known.  Recovery  also  depends  very  much  on  the 
cause    of   the    abscess.      Cases    where    gastric    ulcer  is   the 
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cause  are  very  seldom  successful  ;  but  where  the  disease  is 
connected  with  the  liver,  the  kidney,  or  the  vermiform 
appendix  the  outlook  is  much  more  favorable. 

In  cases  such  as  that  of  which  I  have  given  the  notes, 
one  naturally  opens  in  front,  but  it  is  usually  better,  and 
this  case  fully  exemplifies  it,  to  make  a  posterior  opening 
also,  for  the  drainage  by  the  anterior  incision  alone  is  not 
good,  and  the  abscess  may  extend  backwards  and  upwards. 
On  the  other  hand,  in  inserting  a  posterior  drain  one  is  very 
likely  to  open  the  pleural  cavity  and  lead  to  infection  of 
that  cavity.  What  I  should  do  if  I  had  this  case  to  treat 
over  again  would  be  the  following : — I  should  open  the 
abscess  in  front  as  was  done,  examine  its  outlines  carefully 
with  the  finger  or  with  a  long  metal  sound,  and  determine 
the  part  where  one  could  most  readily  get  at  it  through  the 
side  or  back  of  the  thorax.  Having  determined  that  point, 
I  should  then  insert  a  drainage-tube  into  the  abscess,  and 
having  thoroughly  disinfected  the  skin  cover  up  the  wound 
and  proceed  to  make  an  incision  over  the  lower  part  of  the 
thorax  at  the  part  indicated,  remove  a  portion  of  a  rib,  and 
then  ascertain  whether  the  pleura  was  adherent  or  not  to  the 
diaphragm.  If  the  pleura  was  adherent  to  the  diaphragm 
one  would  then  re-introduce  the  sound,  cut  through  the  dia- 
phragm, and  introduce  a  drainage-tube  through  that  opening  ; 
but  if  the  pleura  were  not  adherent,  the  two  layers  of  the 
pleura  should  be  slightly  detached  and  stitched  together,  and 
two  or  three  days  allowed  to  elapse  for  firm  adhesion  to  occur. 
The  patient  being  again  anaesthetised,  guided  by  the  sound, 
one  can  incise  the  diaphragm  (the  sound  should  be  inserted 
from  the  anterior  opening),  and  a  drainage-tube  is  then 
introduced.  I  believe  that  had  I  done  this  the  further 
spread  of  the  abscess  and  the  further  complications  might 
have  been  avoided  ;  at  any  rate,  that  is  the  point  of  view 
from  which  I  should  approach  the  treatment  of  such  a  case 
in  future.  Of  course,  as  most  of  these  cases  which  point 
in  front  result  from  the  perforation  of  an  ulcer  of  the 
stomach,  that  must  be  looked  for  as  soon  as  the  abscess  is 
opened  ;  but  as  a  rule  the  perforation  is  about  the  lesser 
curvature  and  on  the  posterior  surface,  and  even  if  found  it 
may  be  extremely  difficult  to  close  it, — indeed,  in  some  cases 


Report  of  Surgical  Department.  '  115 

it  would  not  be  «idvisable  to  make  the  attempt,  even  if  it 
happened  to  be  in  front,  on  account  of  the  state  of  the 
patient. 

2.  Congenital  dislocation  of  the  hip. — On  the  8th  of 
October,  1896,  a  case  of  congenital  dislocation  of  the  right 
hip  was  admitted  (a  little  girl  aged  3),  which  may  be  men- 
tioned not  on  account  of  any  great  rarity  of  congenital  dislo- 
cation of  the  hip,  but  in  order  to  give  a  short  account  of  the 
bloodless  method  of  treatment  now  adopted  by  Dr.  Lorenz, 
which  has  attracted  but  little  attention  in  this  country. 
The  right  leg  in  this  case  was  half  an  inch  shorter  than  the 
left  as  measured  from  the  anterior  superior  spine  to  the  tip 
of  the  internal  malleolus.  There  was  a  good  deal  of  lordosis, 
and  it  was  only  with  great  difficulty  that  one  could  pull 
down  the  leg  nearly  to  its  proper  position.  From  the  time 
of  admission  and  for  some  time  afterwards  extension  was 
applied  to  the  leg,  a  weight  of  between  two  and  three 
pounds  being  used  in  order  to  stretch  the  parts,  and  subse- 
quently an  attempt  was  made  to  get  the  limb  into  good 
position  by  the  method  to  be  immediately  described  under 
the  name  of  Lorenz^s  bloodless  method.  In  this  case,  how- 
ever, owing  to  the  small  size  of  the  child,  the  fact  that  she 
had  not  yet  learned  to  walk,  and  the  difficulty  in  keeping 
the  parts  clean,  it  was  found  necessary  to  abandon  the 
attempt,  and  I  therefore  performed  the  following  operation. 

The  parts  having  been  purified,  an  incision  of  about  four 
inches  in  length  was  made  between  the  sartorius  and  the 
tensor  fasciae  femoris ;  the  joint  was  cut  down  on  by  the 
anterior  method,  the  capsule  opened,  and  the  acetabulum 
deepened  by  a  sharp  spoon.  The  head  of  the  femur  was 
found  to  be  flattened  and  too  large  to  go  into  the  acetabulum, 
and  portions  were  shaved  off  from  the  sides  till  the  head 
fitted  the  new  cavity.  The  whole  leg  was  then  kept  in  a 
position  of  internal  rotation  and  moderate  abduction  ;  the 
capsule  of  the  joint  was  sewn  together  with  catgut,  and  the 
edges  of  the  skin  incision  closed.  The  wound  healed  by 
first  intention,  and  the  patient  was  sent  out  wearing  a 
Thomas's  splint ;  and  as  regards  the  ultimate  result  the 
patient  now  walks  with  a  slight  roll,  and  the  result  is  really 
very  good  although   by  no  means  perfect.      In   this  case  I 
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had  intended  to  try  the  method  of  treatment  without 
operation,  which  Lorenz  is  now  advocating^  but  for  reasons 
already  given  the  attempt  did  not  succeed ;  probably  also 
because,  being  my  first  attempt,  I  may  not  have  carried  it 
out  properly.  A  short  account  of  this  method  may  be  of 
interest. 

The  first  essential  in  Lorenz's  bloodless  method  is  that 
the   patient    should    be    quite   young.      The    object    of   the 
procedure  is  to  bring  the   head    of    the   femur   downwards 
opposite  the  rudimentary  acetabulum  and  to  keep  it  there, 
and    then,   by    the    subsequent    efforts    of    the    patient    in 
walking,  to  keep  up  constant  pressure  and  friction  on  this 
acetabulum    with    the    view   of    leading   it    to   enlarge    and 
become  deeper.      After  a  patient  is,  say,  seven  years  old, 
the  chances  of  bringing  the  head  of  the  bone  down  to  the 
situation    of    the    imperfect    acetabulum    without    an    open 
operation  are  very  slight,  owing  to  the  great  shortening  of 
the  muscles  and   ligaments   and    tissues  generally ;    and   if 
non-operative  treatment  is  to  succeed,  it  must  be  employed 
before  this  age  has  been  reached.      In  young  children  it  is 
not  very  difficult  to  pull  down  the  head  of  the  femur  to  the 
level  of  the  acetabulum,  even  without  dividing  the  capsule, 
but  when  one  tries  to  push  the  head  of  the  femur  into  the 
little  cleft  that  represents  the  acetabulum,  this  is  found  to 
be  very   difficult,   partly  on  account  of  the  tension  of  the 
front   part  of   the   capsule,   and   partly   on   account   of   the 
flattening  of  the  head,  which  makes  it  too  large  to  fit  into 
this  cleft.      If  the  anterior  part  of  the  capsule  is  stretched 
or  divided,  however,  then  not  uncommonly  one  finds  that 
the  head  of   the  bone  will   go  into  the    rudimentary   ace- 
tabulum, and  if  the  limb  is  markedly  abducted,  it  becomes 
caught  against  the  upper  margin  and  remains  in  its  place. 
The  moment,  however,  that  one  adducts  the  limb  it  at  once 
slips  out,  and  the  deformity  is  reproduced. 

The  following  are  the  points  which  must  be  attended  to 
in  the  non-operative  method.  In  the  first  place  the  head  of 
the  femur  must  be  brought  down  to  the  level  of  the 
acetabulum, — what  Lorenz  terms  ^'  reduction.'^  In  the 
second  place  the  rudimentary  acetabulum  must  be  enlarged, 
■ — what   Lorenz   terms   'Hhe   formation   of  an   acetabulum." 
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Thirdl}^,  the  head  of  the  bone  must  be  implanted  in  this 
enlarged  bed, — what  he  terms  '^reposition;"  and  fourthly^ 
the  joints  thus  artificially  formed  must_,  in  the  course  of 
time,  prove  sufficiently  stable  to  enable  the  patient  to  walk" 
without  the  head  of  the  bone  slipping  out.  These  proposi- 
tions he  also  lays  down  for  his  operative  method. 

In  the  first  place  as  to  the  reduction  of  the  head  of  the 
bone,  and  here  we  are  speaking  of  unilateral  dislocation. 
This  is  more  difficult  to  accomplish  without  operation  than 
in  cases  where  operation  is  performed,  for  in  the  latter  case, 
although  the  muscles  are  not  injured,  the  portions  of  the 
capsule  of  the  joint  which  oppose  reduction  are  readily 
divided.  In  some  cases  one  may  employ  extension  for  some 
days  or  weeks  before  the  treatment  is  commenced,  but,  as  a 
rule,  one  does  not  get  very  far  with  this,  and  in  most  cases, 
especially  in  younger  children,  it  is  better  to  attempt 
reduction  at  one  sitting.  A  well-padded  perinaBal  band  is 
employed,  and  the  child  being  placed  under  an  anaesthetic, 
pulleys  are  applied  above  the  ankle,  and  extension  is 
gradually  and  steadily  carried  out  with  the  view  of  bringing' 
the  head  of  the  bone  downwards  ;  and,  if  possible,  the  tip 
of  the  trochanter  is  brought  a  little  below  Nehiton's  line. 
Where  there  is  much  difficulty  one  may  aid  matters  by 
pressing  and  squeezing  and  kneading  the  tight  muscles, 
especially  at  their  points  of  attachment  to  the  bone.  One 
must  be  careful  not  to  injure  the  perinaeum,  and  therefore 
from  time  to  time  the  extension  must  be  relaxed.  Not  only 
should  extension  be  carried  on  in  a  downward  direction,  but 
before  the  sitting  comes  to  an  end  the  limb  should  be  as 
strongly  abducted  as  possible  in  order  to  stretch  the  ad- 
ductors, and  it  should  also  be  over-extended.  It  is  better, 
perhaps,  to  apply  the  pulleys  to  the  thigh  pretty  high  up 
than  to  the  leg,  as  one  will  run  less  risk  of  fracture ;  and 
the  important  point  is  that  the  extension  should  be  carried 
on  very  steadily,  smoothly,  and  gradually,  not  violently  or 
in  a  jerky  manner. 

The  second  procedure  is  the  introduction  of  the  reduced 
head  of  the  femur  into  the  acetabulum.  The  obstacles  to 
this  have  already  been  indicated,  namely,  the  fact  that  the 
acetabulum  really  only  represents  a  cleft  in  the  bone,  that 
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the  head  of  the  bone  is  flattened  and  too  large  to  enter  this 
cleft,  and  that  the  anterior  part  of  the  capsule  lies  over  the 
acetabulum,  and  very  often  adheres  to  it.  This  cleft  cannot, 
of  course,  be  enlarged,  nor  can  the  character  of  the  head  of 
the  bone  be  altered  at  one  sitting,  but  the  capsule  may  be 
peelod  off  to  some  extent,  and  the  acetabulum  thus  enlarged 
in  tlie  anterior  direction.  The  object  of  the  second  series 
of  manipulations  must,  therefore,  be  the  opening  up  as  far 
as  possible  of  the  acetabulum,  and  the  placing  the  head  of 
the  femur  in  such  a  position  that  the  portion  of  the  head 
which  is  not  flattened  shall  be  turned  towards  the  entrance 
to  the  acetabulum.  As  regards  the  first  point,  simple 
flexion  of  the  hip-joint  will  help  matters,  because  by  it  the 
front  part  of  the  capsule  is  relaxed,  and  thus  the  opening  to 
the  acetabulum  is  increased.  In  this  position  the  muscles 
do  not  cause  any  obstruction  because  they  have  already  been 
thoroughly  stretched  by  the  first  act.  The  second  condition 
will  be  fulfilled  if  the  limb  is  put  in  such  a  position  that  the 
head  of  the  bone  looks  almost  directly  forward,  and  in  order 
to  carry  this  out  slight  outward  rotation  will  help  matters 
considerably.  In  order  to  get  the  head  of  the  bone  into 
the  acetabulum  it  is  clear  that  the  limb  must  be  placed  in 
such  a  position  that  the  head  and  neck  of  the  bone  point 
towards  the  middle  line,  and  this  can  only  be  done  by 
bringing  the  limb  into  as  extreme  a  position  of  abduction  as 
possible.  This  abduction  of  the  bent  thigh  must  be  carried 
out  with  the  greatest  care  and  only  very  gradually,  in  order 
to  avoid  the  risk  of  fracture  of  the  thigh.  As  the  result  of 
this  flexion  and  abduction  with  subsequent  extension  one 
can  actually  feel  the  head  of  the  bone  slip  into  the  cleft  of 
the  acetabulum,  and  by  forcibly  rolling  the  limb  outwards 
one  can  stretch  the  anterior  part  of  the  capsular  ligament ; 
the  same  object  is  also  aided  by  forcible  over-extension  of 
the  abducted  limb. 

With  the  successful  reduction  of  the  dislocation  the  first 
part  of  the  process  comes  to  an  end,  but  the  further  aim, 
viz.  the  prevention  of  subsequent  dislocation,  is  not  in  any 
way  attained,  for  as  soon  as  an  attempt  is  made  to  adduct 
the  leg  the  head  of  the  bone  at  once  slips  out  of  its  place 
again.       As  a  rule   in  bad  cases  the   slightest  attempt  to 
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diminisli  the  adduction  from  an  angle  of  nearly  90°  is  fol- 
lowed by  immediate  reproduction  of  the  deformity _,  and  it  is 
evident  that  in  order  to  prevent  this  the  limb  must  be  kept 
with  the  head  of  the  bone  driven  inwards  and  abducted  to 
almost  a  right  angle  for  some  considerable  time ;  and  this  is 
also  necessary  if  we  are  to  succeed  in  carrying  out  the 
second  stage  of  the  process,  viz.  the  formation  of  a  cavity 
for  the  reception  of  the  head.  The  immediate  reduction  is 
only  brought  about  by  stretching  the  anterior  part  of  the 
capsule,  but  this  stretching  must  be  carried  on  continuously 
and  the  head  of  the  femur  kept  pressed  against  the  bone 
for  some  time,  in  order  that  the  stretched  capsule  shall  not 
contract  again,  and  that  a  sufficient  depth  of  acetabulum 
shall  be  formed.  After  these  manoeuvres  have  been  carried 
out  for  some  time,  it  will  be  found  that  the  reluxation  does 
not  occur  quite  so  readily  nor  on  the  slightest  touch,  as  it 
did  when  the  bone  was  first  replaced,  and  one  can  diminish 
the  abduction  a  little.  The  extremely  abducted  position  is 
very  irksome  for  the  child  if  kept  up  for  any  length  of  time, 
and  at  the  end  of  the  sitting  one  tests  what  degree  of 
abduction  is  necessary  to  keep  the  head  of  the  bone  in  its 
place.  The  limb  is  then  put  up  in  plaster  of  Paris  with  the 
leg  abducted  to  the  necessary  degree,  or  rather  beyond  it, 
rotated  outwards  strongly,  and  moderately  over-extended. 
One  must  be  very  careful  in  putting  up  the  limb  that  the 
head  of  the  bone  is  in  its  place,  because  if  it  were  not  the 
whole  procedure  would  be  futile. 

As  soon  as  the  limb  is  put  up  in  plaster  of  Paris  the 
patient  is  allowed  to  wake  from  the  anaesthetic,  and  the 
further  treatment  consists  in  trying  to  retain  the  limb  in  its 
new  position.  The  limb  is  retained  in  this  position  partly 
by  the  pressure  of  the  bones,  but  chiefly  by  gradual  short- 
ening of  the  abductors  and  of  the  soft  parts  and  tissues 
around  the  joint,  and  if  the  limb  is  kept  up  in  the  plaster 
for  about  ten  or  twelve  weeks  it  will  often  be  found  that 
when  the  plaster  is  taken  off  the  limb  retains  its  abducted 
position  for  a  considerable  time. 

As  a  rule  at  first  the  abduction  is  so  great  that  the 
patient  cannot  put  the  foot  to  the  ground,  but  after  the 
end    of   ten    or    twelve    weeks    it    will    be    found   that   the 
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abduction  need  not  be  nearly  so  great^  and  the  limb  can  be 
brought  to  a  less  abducted  position,  care  of  course  being 
taken  that  the  head  of  the  bone  does  not  slip  out,  and  then 
the  plaster  of  Paris  is  reapplied  in  this  new  position. 
This  second  dressing  is  again  kept  on  for  ten  or  twelve 
weeks,  and  great  care  must  be  taken  of  course  in  young 
children  not  to  allow  the  bandage  to  become  soiled.  If 
the  abduction  has  been  considerably  reduced  at  the  end  of 
the  first  period,  the  patient  will  be  able  to  place  the  foot 
on  the  affected  side  to  the  ground  and  bear  his  weight  on 
it  if  the  foot  on  the  opposite  side  is  raised  by  a  thick  sole. 
If  he  is  able  to  do  this  the  weight  of  the  body  increases  the 
pressure  of  the  head  of  the  bone  against  the  acetabulum, 
and  thus  enlarges  the  latter.  In  the  second  dressing  as  a 
rule  the  knee  and  leg  can  be  left  out,  so  that  the  muscles 
of  the  thigh  do  not  atrophy,  and  the  patient  is  then  en- 
couraged to  get  about  as  much  as  possible.  At  first,  of 
course,  he  can  only  do  so  with  support,  but  by-and-by  he 
is  able  to  do  without,  and  the  more  he  is  on  his  feet  the 
more  the  head  of  the  bone  is  being  driven  into  its  proper 
position.  One  always  detects  whether  the  displacement  has 
recurred  by  observing  whether  lordosis  recurs  or  not ;  if  it 
does  the  dislocation  has  recurred,  and  the  apparatus  should 
be  taken  off  and  the  parts  put  again  into  proper  position. 

Usually  at  the  end  of  six  months,  that  is  to  say,  after  the 
second  plaster  case  has  been  taken  off,  no  further  dressing 
is  necessary,  the  parts  having  become  shortened  in  the 
abducted  position.  Indeed,  the  attempt  to  completely 
adduct  the  limb  usually  causes  pain,  so  that  the  patient  will 
naturally  avoid  adduction,  and  as  a  rule  the  head  of  the  bone 
remains  in  position  after  six  months  without  any  apparatus. 
Hence  all  apparatus  is  left  off,  and  the  aim  is  now  to  strengthen 
the  muscles  about  the  hip-joint,  especially  the  abductors,  so 
that  they  prevent  the  head  of  the  bone  from  slipping  out 
again.  By  proper  massage  and  exercises  and  passive  motion 
this  may  be  brought  about,  the  best  exercises  being  abduc- 
tion against  resistance.  The  result  is  that  the  abductor 
muscles  acquire  a  great  deal  of  strength,  and  keep  the  parts 
in  position.  Adduction  is  also  guarded  against  by  raising 
the  heel   of  the   boot  on   the   sound   side,  and   in   the   first 
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instance  this  should  be  i-iused  about  an  inch.  As  time  goes 
on  the  height  can  be  gradually  reduced,  and  ultimately  left 
off  entirely. 

As  regards  bilateral  dislocation  the  chances  are  not  nearly 
so  favorable,  but  the  treatment  is  carried  out  in  the  same 
way  with  both  legs  at  the  same  time,  and  after  the  first 
dressing  at  the  end  of  twelve  weeks  the  abduction  can 
generally  be  so  much  reduced  that  the  patient  can  walk  on 
the  two  legs,  but  the  results  so  far  have  not  been  particu- 
larly satisfactory. 

As  regards  the  age  of  the  patient^  the  youngest  patient 
which  Lorenz  has  treated  with  a  unilateral  trouble  was  two 
years  of  age,  and  the  eldest  seven  years  of  age;  but  it  is 
always  better  to  treat  a  child  who  is  able  to  walk  than  one 
who  has  not  yet  learned  to  walk,  because  the  difficulty  of 
learning  to  walk  with  the  plaster  arrangement  on  is  very 
greatj  and  indeed  is  the  reason  why  in  my  case  the  treat- 
ment was  so  soon  abandoned. 

Perhaps  the  treatment  will  be  best  illustrated  by  an 
example  from  Lorenz's  list,  a  child  aged  three  and  a  half 
with  right-sided  dislocation  of  the  hip,  the  shortening  of  the 
limb  about  an  inch,  and  the  joint  extremely  loose.  On  the 
6th  of  March  the  mechanical  reposition  was  carried  out  in 
the  way  described,  and  after  a  lengthy  sitting  this  was 
apparently  satisfactorily  accomplished.  In  order^  however, 
to  prevent  the  recurrence  of  the  deformity  it  was  necessary 
to  put  up  the  limb  abducted  almost  to  a  right  angle,  and  at 
the  same  time  markedly  over-extended.  At  the  end  of 
April  it  was  found  that  the  abduction  could  be  so  far  dimin- 
islied  that  it  was  possible  to  allow  the  child  to  walk  after 
the  apparatus  had  been  re-applied,  the  sound  leg  being 
elevated  two  inches.  The  second  period  of  extension  with 
as  active  locomotion  as  possible  was  continued  for  about  two 
months,  and  a  third  period  was  still  necessary  for  about  ten 
weeks.  The  abduction  had  been  so  much  diminished  before 
the  third  apparatus  was  applied,  that  rather  less  than  an 
inch  elevation  of  the  sound  leg  was  sufficient  to  enable  the 
child  to  stand  and  walk  about.  At  the  end  of  September 
the  apparatus  was  left  off,  and  passive  motion  and  movement 
against  resistance  was  employed,  and  the  patient  was  also  able 
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to  do  without  any  elevation  of  tlie  heel  of  the  sound  leg. 
At  the  eud  of  that  time  the  fold  of  the  buttocks  as  seen 
from  behind  was  normal,  the  lordosis  had  completely  dis- 
appeared, the  tip  of  the  trochanter  was  exactly  in  Nelaton's 
line,  one  could  not  make  out  any  shortening  of  the  leg,  and 
the  child  walked  very  well  and  without  any  particular  limp  ; 
in  fact,  the  child  could  hop  and  stand  on  the  affected  leg. 
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CASE8    OF    INTEREST    UNDER    MR.    BARROW. 


Case  1.  Occipito-axoid  disease. — W.  C.  M — _,  a  man  aet.  18, 
first  admitted  on  September  lOtli,  1895,  suffering  from  an 
abscess  in  the  right  side  of  the  neck.  This  was  opened  and 
drained,  and  was  assumed  to  have  no  connection  with  deep 
structures. 

He  was  readmitted  on  October  13th,  1896,  with  a  sinus 
in  the  same  region,  which  was  found  to  lead  to  diseased 
bone  about  the  right  mastoid  process,  the  occipital  bone, 
and  the  right  transverse  process  of  the  atlas.  This  sinus 
was  opened  up  and  explored,  the  occipital  artery  being  cut 
and  ligatured.  The  diseased  bone  was  gouged  and  scraped 
away,  and  the  case  went  on  well  with  the  exception  of 
the  fact  that  the  temperature,  which  had  varied  between 
100  and  101°,  continued  to  rise  until  November  13th,  when 
it  reached  103°.  At  this  time  it  was  found  that  lotion  which 
was  used  to  syringe  out  the  wound  made  its  appearance 
through  the  patients  mouth,  and  on  February  14th  some 
of  the  gauze  which  was  used  as  stuffing  in  the  wound  was 
removed  through  the  mouth.  Another  operation  was  then 
performed,  and  the  wound  being  thoroughly  explored 
was  found  to  extend  freely  into  the  pharynx.  The  trans- 
verse process  of  the  atlas  was  found  to  be  necrosed,  and  was 
removed  with  forceps,  free  venous  haemorrhage  being  stopped 
by  plugging  the  wound. 

The  ha)morrhage  was  severe  during  the  evening  and  day 
after  the  operation,  but  was  eventually  controlled  by  careful 
plugging.  The  wound  healed  up  slowly,  but  the  prognosis 
AVHS  bad,  owing  to  inaccessibility  of  the  diseased  parts.  The 
patient  was  discharged  and  went  to  the  infirmary,  and  has 
not  been  seen  since. 
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Case  2.  Tumour  in  'popliteal  space. — W.  L — ,  a  clerk 
set.  35,  admitted  January  4th,  1897,  with  a  hard  solid 
swelling,  the  size  of  an  orange,  in  the  left  popliteal  space. 
The  patient  had  noticed  that  his  left  leg  had  always  been 
much  weaker  than  the  right,  and  ten  years  previously  he 
had  noticed  a  swelling  in  the  left  popliteal  space,  which  had 
steadily  increased  in  size,  causing  increasing  weakness  of  the 
limb,  but  giving  rise  to  no  pain. 

The  tumour  seemed  to  involve  the  two  heads  of  the 
gastrocnemius,  and  was  freely  moveable  laterally.  It  had 
caused  some  permanent  stretching  of  that  muscle,  leading  to 
talipes  equinus. 

An  incision  about  seven  inches  in  length  was  made  over 
the  tumour,  which  was  found  to  be  lying  beneath  the 
gastrocnemius,  but  infiltrating  that  muscle  and  also  part  of 
the  soleus.  It  was  removed  very  freely,  the  patient  having 
refused  to  consent  to  amputation. 

The  wound  healed  well  and  quickly,  and  the  patient  was 
discharged  in  February  suffering  from  considerable  shooting 
pains  down  the  leg,  but  otherwise  quite  well.  He  was  seen 
in  April,  and  the  growth  had  not  then  recurred,  but  the 
pain  continued.  As  he  still  refused  to  submit  to  amputa- 
tion even  if  recurrence  did  take  place,  nothing  more  was 
done. 

Case  3.  Congenital  cloaca. — E.  S — ,  a  female  infant 
89t.  6  months,  admitted  on  January  13th,  1897,  with  a 
malformation  of  the  rectum.  The  rectum  was  found  to 
open  into  the  posterior  wall  of  the  vagina  just  within  the 
labia  minora.  The  aperture  was  large,  and  fseces  passed 
freely  through  it.  There  was  no  sign  of  an  anus  in  the 
usual  situation.  The  right  foot  was  affected  with  talipes 
equino-varus.  The  child  was  so  weak  and  sickly  that 
nothing  could  be  done  then,  but  it  was  readmitted  some 
weeks  later,  and  the  following  operation  was  performed. 

An  incision  was  made  in  the  middle  line  of  the  perinasum, 
and  the  rectum  dissected  away  from  the  posterior  wall  of 
the  vagina,  brought  down,  and  stitched  to  the  edges  of  the 
wound.  Some  sutures  were  then  inserted  into  the  edges  of 
the   vaginal   wound,   and  the   edges  of  the  perinaeal  wound 
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brought  together  in  front  of  the  newly  made  anas.  The 
parts  united  well.  Some  muscular  fibres  were  left  sur- 
rounding the  new  anus,  and  it  was  hoped  that  these  would 
enable  the  child  to  have  some  control  over  its  fa3ces.  The 
child  was  seen  in  June  and  was  found  to  have  good  control 
over  its  motions. 

Case  4.  Injury  to  spinal  cord;  laminectomy. — C.  S — ,  a 
man  set.  43,  admitted  on  February  6th,  1897,  with  para- 
plegia. The  patient  was  an  omnibus  driver,  and  while 
driving  along  Holborn  the  wheels  of  his  omnibus  passed 
over  a  hole  in  the  roadway.  He  was  suddenly  jerked 
backwards  on  to  the  iron  support  to  which  was  attached  the 
strap  which  passed  round  his  body.  He  felt  ^'  something 
give  way  '^  in  his  back  and  dropped  the  reins,  and  would 
have  fallen  off  the  box  had  not  one  of  the  outside  passengers 
held  him  back. 

On  admission  at  2  p.m.  he  was  found  to  be  slightly  under 
the  influence  of  alcohol,  but  quite  able  to  describe  the 
accident  and  perfectly  conscious.  It  was  found  that  he 
could  not  raise  his  legs,  and  there  was  complete  anaesthesia 
below  a  line  drawn  from  the  ensiform  cartilage  downwards 
and  backwards  round  the  body.  There  was  marked  hyper- 
aesthesia  at  the  level  of  this  line,  together  with  great  pain 
in  the  epigastrium  and  over  the  lower  dorsal  and  upper 
lumbar  vertebrae,  which  was  much  intensified  on  pressure. 
There  was  no  incontinence  of  urine  or  faeces.  At  7  p.m. 
the  pain  was  found  to  be  more  severe,  and  the  patient 
complained  of  numbness  and  ''  pins  and  needles ''  in  the 
fingers  of  the  right  hand  ;  moreover  he  was  unable  to 
distinguish  heat  from  cold  when  applied  to  the  right  arm. 

During  the  next  day  he  vomited  several  times,  and  had 
several  attacks  of  haemoptysis,  the  blood  being  bright  red. 
He  had  severe  attacks  of  tremor  lasting  for  ten  minutes, 
and  the  legs  became  spasmodically  flexed  when  touched. 
The  anaesthesia  of  the  right  arm  was  increased.  The  knee- 
jerks  were  very  exaggerated,  and  ankle-clonus  was  marked 
on  both  sides. 

During  the  next  seventeen  days  sensation  gradually 
returned  in  the  legs,  and  as  it  returned  he  complained  of 
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very  severe  shooting  pains  down  the  limbs.  There  was 
inability  to  completely  empty  the  bladder  on  several  occa- 
sions, and  he  had  several  attacks  of  haemoptysis. 

Between  February  8th  and  20th  the  temperature  oscil- 
lated between  normal  and  101°,  on  February  13th  reaching 
102°.      After  February  20th  it  remained  normal. 

On  February  22nd  one  third  of  a  grain  of  pilocarpine  was 
injected,  and  it  was  observed  that  there  was  free  sweating 
down  to  a  line  drawn  round  the  abdomen  half  an  inch  below 
the  umbilicus,  and  also  in  the  legs  below  the  knees,  but  the 
skin  between  these  points  remained  quite  dry.  The  pain 
in  the  region  of  the  lower  dorsal  vertebrae  remained  very 
severe,  and  as  his  symptoms  generally  did  not  show  signs 
of  improvement  he  was  seen  by  Dr.  Ferrier,  who  advised 
that  laminectomy  should  be  performed. 

It  was  supposed  that  there  had  been  an  injury  to  the  spinal 
cord  in  the  lower  dorsal  region,  followed  by  effusion  of  blood 
into  and  around  the  cord,  accompanied  probably  by  some  in- 
flammation of  the  membranes.  The  haemoptysis  was  supposed 
to  be  due  to  rupture  of  small  vessels  in  the  lungs  which  were 
considerably  congested.  There  was  also  at  intervals  some 
haematemesis,  due  to  the  same  congestion  of  vessels  in  the 
stomach.  This  general  congestion  was  due  to  the  effects 
of  alcohol,  the  patient  having  been  a  hard  drinker. 

On  April  13th  the  following  operation  was  performed. 
A  longitudinal  incision  was  made  over  the  spines  of  the 
vertebrae  from  the  seventh  cervical  to  the  twelfth  dorsal. 
The  muscles  were  then  dissected  away  from  the  sides  of 
the  spinous  processes,  and  it  was  observed  that  the  supra- 
spinous ligament  between  the  spines  of  the  sixth  and 
seventh  dorsal  vertebrae  had  been  ruptured.  The  spinous 
processes  of  the  sixth,  seventh,  and  eighth  dorsal  vertebrae 
were  then  removed,  being  cut  off  as  deeply  as  possible,  and 
the  laminae  of  the  same  vertebrae  were  sawn  through  and 
removed,  thus  exposing  the  membranes  of  the  cord,  which 
bulged  considerably.  There  was  no  pulsation  of  the  cord 
to  be  seen.  The  menibranes  were  then  incised  and  cerebro- 
spinal fluid  escaped,  spurting  up  as  a  jet  for  about  eight 
inches.  The  opening  was  enlarged  and  the  fluid  allowed  to 
escape  freely,  after  which  pulsation  was  noticed  in  the  cord. 
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A  drain-tube  was  inserted,  the  membranes  stitched  up,  and 
the  wound  closed.  The  wound  healed  rapidly  and  the 
patient^s  symptoms  improved_,  so  that  he  was  able  to  walk 
fairly  well.  He  was  discharged  at  his  own  request  on 
June  20th,  and  has  been  seen  several  times  since.  In  July 
a  plaster-of-Paris  jacket  was  applied,  as  he  complained  of 
some  pain  in  the  back  and  abdomen  and  occasional  vomit- 
ing, but  it  was  clear  that  these  symptoms  were,  in  the  main, 
due  to  cirrhosis  of  the  liver,  and  not  to  any  after-effects  of 
the  operation. 

Case  5.  Sarcoma  involving  hnee- joint  in  a  child  of  fourteen 
months. — M.  A.  E.  M — ,afemale  child  aet.  14  months,  admitted 
on  November  17th,  1896,  suffering  from  a  large  tumour  con- 
nected with  the  upper  ends  of  the  right  tibia  and  fibula,  and 
the  lower  end  of  the  right  femur,  and  involving  the  knee- 
joint.  The  swelling  was  first  noticed  in  connection  with  the 
head  of  the  fibula  when  the  child  was  three  months  old,  and 
had  steadily  enlarged  up  to  the  date  of  admission. 

The  child^s  mother  stated  that  the  labour  had  been  a  pro- 
longed and  difficult  one,  in  the  course  of  which  forceps  had 
been  used.  There  was  no  history  of  any  possible  injury  to 
the  leg  between  birth  and  the  time  at  which  the  swelling 
appeared.      The  child  was  otherwise  exceptionally  healthy. 

Mr.  Barrow  cut  down  upon  the  growth,  and  found  it  to 
be  a  sarcoma.  He  removed  the  mass  completely,  together 
with  the  heads  of  the  tibia  and  fibula  and  the  external  con- 
dyle of  the  femur.  The  edges  of  the  wound  were  brought 
together  and  healed  rapidly.  The  child  was  discharged 
with  the  wound  healed,  and  the  limb  put  up  in  plaster  on 
December  9th. 

This  case  is  of  great  interest,  because  the  child  has  been 
seen  at  intervals  up  to  the  present  date  (February,  1898), 
and  there  is  now  perfect  movement  in  the  knee-joint,  and 
no  sign  of  recurrence  of  the  growth.  It  is,  of  course,  yet 
early  to  say  that  there  will  be  no  recurrence,  but  the  case 
shows  clearly  that  a  sarcoma  involving  the  knee-joint  may 
be  completely  removed  and  a  useful  limb  be  retained.  It 
has  been  observed  that  sarcomata  in  very  young  children 
sometimes   recur  very  slowly  after   the    first    removal,  and 
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appear  to  lose  their  excessive  malignancy  in  some  cases 
when  tliey  do  so  recur.  It  would  therefore  seem  quite 
justifiable  in  the  first  instance  to  remove  freely  such  a 
growth  occurring  in  the  limb  of  a  young  child  rather  than 
to  amputate  at  once. 

Case  6.  Epithelioma  of  rectum  in  a  woman  7 J  months 
pregnant. — K.  S — ,  a  married  woman  aet.  38,  was  admitted 
June  2nd,  1897,  suffering  from  malignant  disease  of  the 
rectum.  The  patient  was  first  seen  in  the  out-patient 
department  by  Dr.  John  Phillips,  who  found  her  to  be  7^ 
(?)  months  pregnant,  and  complaining  of  pain  in  the  rectum. 
Mr.  Beale  examined  the  rectum  and  found  there  was  a 
growth  about  the  size  of  a  walnut,  laterally  situated  and 
within  reach  of  the  finger.  The  growth  was  ulcerating  and 
bled  freely,  giving  rise  to  great  pain.  It  was  felt  that  any 
operation  for  the  removal  of  the  growth  would  be  attended 
with  considerable  risk,  considering  the  period  of  pregnancy, 
alike  to  mother  and  child.  It  was  also  clear  that  if  the 
growth  were  left  until  the  woman  had  recovered  from  a 
normal  labour  at  nine  months  the  growth  would  be  so  ex- 
tensive as  to  render  its  removal  impossible.  It  was  there- 
fore decided  that  the  woman  should  be  admitted  and  labour 
induced  forthwith.  This  was  done  by  Dr.  John  Phillips 
most  successfully,  the  mother  and  child  being  in  good  health 
(vide  Obstetric  Report,  pp.  221).  The  mother  was  placed 
under  the  care  of  Mr.  Barrow  for  the  removal  of  the  growth. 

Mr.  Barrow  performed  an  inguinal  colotomy  on  June  8th, 
1897,  and  on  June  24th  he  removed  the  growth  completely 
by  a  modified  Kraske's  operation.  During  the  operation  it 
it  was  found  necessary  to  open  the  peritoneal  cavity  freely 
in  order  to  get  well  above  the  growth,  and  for  a  few  days 
after  the  operation  there  were  symptoms  of  slight  localised 
peritonitis ;  however,  the  patient  made  a  good  recovery,  and 
was  discharged  with  the  wound  healed  on  September  4th. 
She  has  been  seen  at  intervals  up  to  the  present  time 
(February,  1898),  and  there  has  been  no  sign  of  recurrence. 

In  this  case  there  can  be  no  doubt  that  the  induction  of 
labour  was  the  only  course  open  if  the  growth  was  to  be 
satisfactorily   dealt   with.      It  was  growing   very  rapidly,  a 
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fact  whicli  has  been  observed  previously  in  pregnant  women  ; 
so  much,  indeed,  had  it  increased  in  size,  that  it  was  only 
removed  completely  by  freely  opening  the  peritoneum. 

Case  7.  Large  chondrosarcoma  of  hreast. — E.  A — ,  a 
woman  aet.  64,  admitted  January  27th,  1897,  suffering  from 
a  large  tumour  of  the  left  breast.  The  growth  involved  the 
whole  gland  and  the  skin  over  it.  It  was  uniformly  hard  and 
elastic  in  character.  The  whole  breast  was  freely  removed 
on  January  28th,  1897.  All  the  glands  and  lymphatics  were 
removed  from  the  axilla,  although  they  did  not  appear  to 
be  involved.  The  patient  made  a  rapid  recovery  and  was 
discharged  on  March  28rd,  and  there  has  been  no  recur- 
rence up  to  February,  1898.  The  tumour  was  found  to  be 
chondro-  sarcoma. 

Case  8.  Estlander^s  operation. — A  strong-looking,  well- 
built  man  aet.  49,  has  been  many  times  admitted  under  Mr. 
Barrow,  suffering  from  empyema  and  sinuses  in  the  chest- 
wall. 

The  patient  orginally  suffered  from  Pott's  disease  of  the 
spine,  and  this  was  followed  by  empyema.  The  empyema 
was  drained  in  the  usual  way,  and  as  the  sinus  never  healed 
up  portions  of  various  ribs  were  removed  on  several  different 
occasions. 

He  was  admitted  last  on  January  19th,  1897,  and  Mr. 
Barrow  then  removed  what  remained  of  the  ribs  on  one 
side,  from  the  cartilages  in  front  to  the  angles  behind, 
even  in  the  case  of  the  ribs  lying  beneath  the  scapula, 
leaving  only  the  first  and  last.  The  patient  was  discharged 
on  April  2nd,  1897,  with  the  sinuses  very  nearly  healed. 

The  case  is  interesting  as  showing  to  what  extent  an 
Estlander's  operation  may  have  to  be  performed,  in  an 
adult,  in  order  to  close  up  an  old  empyema  cavity.  In  this 
case  the  only  ribs  left  on  one  side  are  the  first  and  last,  all 
the  others  having  been  completely  removed,  together  with  a 
very  large  portion  of  the  parietal  pleura. 
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2 

1 

10 

16 

1 

10 
1 

2 

1 

1 


I 
1 


.J... 
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Cured  or 

Unre- 

Died. 

relieved. 

lieved. 

Still 

DISEASES. 

Total 

M. 

F. 

M 

F. 

.M. 

V. 

in. 

IvcIUarKS. 

Skin     and     Appendages 

Subcutaneous      ani 

Cellulae  Tissues. 

Callous  ulcer   . 

17 

:    7 

8 

1 

1 

Gummatous  ulcer     . 

3 

1 

2 

... 

... 

... 

Perforating  ulcer     . 

1 

;  ••• 

,    1 

Lupus 

6 

■" 

i    ^ 

... 

1 

... 

One  case  treated  with  injec- 
tions of  Coley's  fluid  im- 
proved rapidly  at  first. 

Tubercular  abscesses 
Acute  abscesses 

9 

6 

2 

1 

9 

7 

2 

... 

!!! 

Carbuncle 

4 

4 

... 

... 

... 

... 

... 

Cellulitis 

17 

9 

:    5 

... 

... 

1 

... 

2 

Sinuses    .         .         .         . 

8 

3 

5 

... 

... 

... 

... 

Malfoemations. 

Harelip    .         .         .         . 

8 

5 

3 

... 

... 

Cleft  palate     . 

20 

10 

9 

... 

1 

... 

... 

Bifid  uvula 

1 

... 

1 

... 

... 

... 

... 

... 

Spina  bifida     . 

1 

... 

... 

... 

... 

1 

... 

Phimosis 

8 

8 

... 

... 

... 

... 

... 

... 

Epispadias 

1 

... 

... 

1 

... 

... 

... 

Hypospadias    . 

1 

1 

... 

... 

... 

... 

... 

Congenital  cloaca     . 

1 

... 

i 

... 

... 

... 

... 

Undescended  testicle 

7 

7 

... 

... 

... 

... 

Dislocation  of  hip    . 

2 

... 

"i 

... 

1 

... 

... 

... 

„          of  patella 

1 

1 

... 

... 

... 

... 

Macrodactyly  . 

1 

1 

... 

... 

... 

... 

... 

Webbed  fingers 

1 

1 

... 

... 

... 

... 

Sinus  over  thyroid  carti- 

1 

1 

... 

... 

lage 

Defoemities. 

Talipes  equinus 

6 

... 

6 

... 

... 

... 

... 

„      calcaneus 

1 

1 

... 

... 

... 

... 

„      equino-varus 
„      cavus  . 

5 

2 

1 

2 

1 

1 

„       valgus 

1 

... 

"i 

... 

.. 

... 

Contracted  knee 

2 

1 

1 

... 

... 

Deformed       „ 

1 

... 

1 

... 

... 

Ankylosis 

1 

... 

1 

... 

... 

Old  fractured  patella 

1 

"i 

... 

... 

... 

Genu  valgum  . 

3 

... 

2 

... 

i 

.. 

Hallux  valgus  . 

4 

3 

1 

Ingrowing  toe-nail  . 

3 

'*2 

1 

... 

**. 

... 

Hammer-toe    . 

1 

1 

Scoliosis  .... 

1 

1 

•  • 

Dupuytren's  contraction 

1 

i 

i 

Contracted  finger     . 

1 

... 

"i 

..1... 

Mal-united  Colles's  frac- 

1 

1 

.. ... 

ture 

Retroversion  of  uterus     . 

1 

... 

1 

... 
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DISEASES. 


Injuries. 
General — 
Shock    . 
Concussion     . 
Burns    . 
Scald     . 

Local— ^ 
Head — 
Scalp  wounds 
Gunshot  wound    . 
Fractured  skull — 

Depressed 

Vault        . 

Base 

Nasal  bones 

Lower  jaw 

Neck — 
Cut  throat  . 
Foreign    body   in   oeso- 
phagus 


Chests 
Fractured  ribs 
Ruptured        pectoralis 
ipajor 

Spine  and  Back — 
Fractured  spine    . 
Bullet  wound 
Bruise  and  paraplegia  . 


Abdomen — 
Bruise 

Pelvis — 
Contusion  of  testicle    . 
Ruptured  perinaeum 
Hajniatoma  over  sacrum 
Fractured  coccyx 


Total 


Cured  or 
relieved. 


Arm —  \ 

Cuts     .         .         .         .'4 

Fracture,  clavicle  1 

„        compound      i     1 

humerus' 

olecranon      .      1 


Unre- 
lieved, 


M.   F 


Died. 


Still 
in. 


Remarks. 


Rabbit  bone  removed  under 
I      an  anaesthetic  witli  long 
laryngeal  forceps. 


Laminectomy  performed ;  a 
tense  collection  of  fluid 
(cerebro-spinal)  found 
and  let  out.  Patient 
much  better  after  the 
operation. 
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Cured  or 

Unre- 

Died. 

relieved. 

lieved. 

Still 

DISEASES 

Total. 

j^euiarks. 

J^Xk^JJiXOXJO- 

M. 

Y. 

M. 

F. 

M. 

F. 

in. 

l2f  J  vmES— continued. 

Local  — continued. 

^rm —continued. 

Fracture,  compound 

1 

1 

... 

... 

... 

... 

radius  and 

ulna 

„         simple  . 

1 

1 

... 

Colles's  fracture  . 

1 

1 

... 

Crushed  hand 

1 

1 

... 

Foreign  body  in  arm    . 
Divided  tendons  . 

4 
3 

1 
1 

1 
2 

... 

*2 

Dislocated  elbow  . 

1 

1 

... 

Bruised  elbow-joint 

1 

"i 

... 

... 

... 

... 

Leg— 

HsBmatoma  . 

7 

5 

2 

... 

Cuts     .         .         .         . 

1 

1 

... 

... 

... 

Fractures  — 

Femur 

7 

5 

2 

... 

... 

Neck  of  femur 

1 

1 

... 

... 

Patella      . 

8 

5 

"i 

2 

Tibia  and  fibula 

8 

7 

1 

... 

Pott's       . 

3 

2 

1 

... 

Crushed  foot 

2 

2 

... 

... 

Amputation  of  thighs  . 

1 

... 

1 

Bruised  knee-joint 

2 

'  i 

i 

Wound  of      „ 

1 

1 

... 

1          Sprained  ankle     . 

2 

i 

1 

... 

Foreign  body  in  foot    . 

1 

1 

... 

Ruptured  varicose  veiu 

3 

'..'. 

2 

... 

1 

Separated    lower    epi- 

1 

... 

1 

... 

physis  of  femur 

Ruptured  ligament   of 

1 

1 

... 

... 

patella 

1135 

506 

402 

58 

36 

32 

20 

81* 

*  Of   whom    1   died   subse- 

,             J 

quently. 

i 

i 

1 

i 

008 

94 

52 

GENERAL  TABLE  OE  SUEGICAL  OPERATIONS 

[Performed  on  In-patients  between   October  1st,    1896^ 
and  September  SOth,   1897). 


Prepared  by  WILLIAM  TURNER,  M.B.,  B.S.Lond.,  F.E.C.S., 

SUEGICAL   ReGISTRAE. 


N.B. — This  table  does  not  include  the  following,  performed  under  a  general  nnaesthetic : 

1.  Examinations  (abdominal,  cystoscopic,  &c.)  without  the  use  of  the  knife. 

2.  The  passage  of  bougies,  catheters,  or  sounds;  or  the  dilatation  of  sinuses  and  intro- 

duction of  drainage-tubes. 

3.  The  setting  of  fractures,  reduction  of  dislocations,  breal<ing  down  of  adhesions  in 

joints,  or  forcible  straightening  of  bent  limbs. 


I                  1       ■                                                      1 
Recovered,  j      Died,      i                                                                 j 

DISEASES. 

Total. 

1                    1 

Remarks. 

M. 

¥.       M. 

1 

F. 

The  Head  and  Neck. 

For  harelip 

13 

7 

6  i   ... 

„    cleft  palate   . 

19 

7 

12      ... 

... 

„    cellulitis  of  neck   . 

1 

...        1 

... 

of  scalp  . 

1 

i 

' 

... 

„    tubercular     abscess     in 

1 

1 

!  ... 

cheek 

... 
1 

„    tubercular   cellulitis   in 

1 

1 

1 

neck 

i 

1 

Scraping  lupus    . 

1 

l|... 

... 

„        sinus  in  cheek 

3 

3 

... 

Cauterising  lupus 

2 

... 

"2  i  z 

... 

: 

Excision  of — 

1 

Tubercular  glands 

46 

18 

28      ... 

... 

Lymphadenoma 

3 

3 

Tonsils  and  adenoids . 

5 

2 

"3 

i 

For  necrosis  of — 

...    1 

Ethmoid    .         .         .         . 

3 

3 

Maxilla     .         .         .         . 

11 

7 

"'4 

[.. 

... 

Mastoid     .         .         .         . 

10 

2 

8 

Nasal  septum     . 

2 

2 

Orbital  plate      . 

2  !   ...   '     2 

... 

... 

Trephining  for — 

1" 

Meningitis 

1 

... 

... 

1 

... 

Fracture   .         .        .         . 

1 

1 
1 

... 

j 

1 
I 

... 

, 
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Recovered. 

Died. 

DISEASES. 

Total. 

Remarks. 

M. 

¥. 

M.       F. 

The  Hbad  and  Nbce— con- 

tinued. 

Exploratory  incision  of  scalp 

1 

... 

1 

... 

For  doubtful  depressed  fracture. 

Wiring  zygoma  . 

1 

... 

... 

.1   i   ... 

Exploratory     incision     for 

1 

1 

... 



bullet  in  skull 

Neurectomy  of  fifth  nerve  . 

2 

2 

...    1   ... 

Intubation  .         .         .         . 

1 

... 

1 

Tracheotomy 

2 

1 

... 

"i  j ::: 

Removal  of — 

Salivary  calculus 

1 

1 

... 

...  '  ... 

Congenital  sinus  in  neck  . 

1 

1 

...  '  ... 

Painful  scar  in  neck  . 

1 

1 

... 

... 

Cyst  in  neck 

1 

1 

... 

Ranula      .         .         .         . 

1 

i 

... 

Dental  cyst 

1 

i 

... 

••• ' 

Recurred  as  myeloid  sarcoma. 

Fibrous  epulis    . 

1 

1 

... 

...  j 

Papilloma  of  lip 

1 

1 

1 

Wart  of  scalp    . 

1 

i 

Lipoma  in  neck 

1 

i 

Eibro-adenoma  of  thyroid 

1 

"i 

... 

Simple  parotid  tumour 

1 

"i 

... 

... 

Partial  thyroidectomy 

9 

2 

6 

... 

"i 

Nffivi         .         .         .         . 

4 

1 

3 

... 

Upper  jaw 

1 

1 

... 

For  sarcoma. 

Lower  jaw 

1 

i 

„         recurrent . 

1 

"i 

Recurrent  sarcoma. 

Sarcoma  of — 

Cheek  (melanotic)     . 

1 

1 

Partial  removal  only. 

Jaw  (myeloid)  . 

1 

1 

. 

Post-pharyngeal  wall 

1 

1 

Submaxillary  gland  . 

1 

i 

Secondary  lymphat.  glands 

2 

2 

. 

Tonsil 

2 

1 

1 

Epithelioma  of — 

Cheek        .         .        .        . 

2 

2* 

*  1  skin-grafted  after  removal. 

Jaw  and  glands 

1 

1 

Lip 

2 

"2 

Nasal  septum    . 

1 

1 

Secondary  glands  in  neck  . 

10 

6 

"2 

2 

Excision  of  tongue 

11 

9 

2 

Malignant  parotid  tumour. 

1 

1 

Rodent  ulcer 

1 

1 

... 

... 

Back  and  Spine. 

Opening  abscesses — 

Lumhar     .         .         .         . 

1 

1 

Psoas         .         .         .         . 

12 

"s 

"4 

Sacro-iliac 

2 

2 

Opening  sinus  and  scraping 

2 

1 

i 

For  cellulitiB  of  back  . 

1 

1 

Excision  of  coccyx 

1 

"i 

*"i 
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Recovered. 

Died. 

DISEASES. 

rotal. 

Remarks. 

M. 

F. 

M. 

F. 

Back  and  Svivb— continued. 

Laminectomy 

1 

1 

... 

... 

... 

Plastic  on  spina  bifida 

1 

... 

1 

... 

Removal  of — 

Fibro-lipoma 

2 

2 

... 

Osteoma  of  sacrum    . 

1 

i 

... 

Stitch  after  nephrectomy  . 

1 

i 

... 

Thobax. 

Mamma) — 

Acute  abscess    . 

3 

... 

3 

... 

Removal  of — 

Cyst         .         .         .         . 

10 

10 

... 

... 

Fibro-adenoma 

3 

... 

3 

... 

... 

Lipoma    .... 

1 

... 

1 

... 

Painful  scar     .         . 

1 

1 

... 

... 

, 

Excision  of  breast 

6 

... 

6 

... 

Do.  for  tubercular  disease 

1 

1 

Do.  and  glands  in  axilla 

38 

... 

36 

... 

"2 

for  carcinoma 

Opening  abscess  from  ster- 

1 

... 

1 

... 

num 

Opening  gumma 

1 

1 

... 

... 

Resection  of  ribs — 

For  necrosis 

3 

... 

3 

... 

... 

For  sarcoma 

1 

1 

To  drain  pleura 

1 

... 

... 

i 

Estlander's  operation  . 

4 

"i 

... 

1 

Draining  empyema 

1 

... 

1 

... 

Removal  of  dermoid  cyst     . 

1 

i 

... 

Excision  of  muscle — 

. 

After  rupture    . 

1 

1 

... 

... 

For  sarcoma 

1 

... 

1 

... 

... 

Abdominal      and      Pelvic 

Region. 

Opening  abscess — 

Abdominal  wall 

1 

1 

Intra-abdominal 

1 

1 

Due  to  stitch. 

Pelvic        .         .         .         . 

4 

3 

i 

Perityphlitic     . 

2 

2 

Opening  pelvic  hflematocele 

1 

... 

i* 

... 

... 

*  After  oophorectomy  for  scir- 
rhus  of  breast. 

Removal  of — 

Foreign  body     . 

4 

4 

... 

... 

... 

Tubercular  glands  in  groin 

4 

4 

... 

... 

... 

Malignant  glands  in  groin 

2 

i 

2* 

... 

... 

*  One  case  of  epithelioma  of  skin, 
other  of  vulva.    . 

Carcinoma  of  wall 

1 

1     1* 

... 

*  Primary  growth  oot  found. 

Sarcoma  of  wall 

1 

.   i 

Scraping  tubercular  sinus   . 

1 

i 

... 

... 
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DISEASES. 


Abdominal      and      Pelvic 
Region — continued. 

Hernia — 

Inguinal .... 
Femoral  .... 
Ventral    .... 
Strangulated  inguinal 
„  femoral 

Inflamed  ventral 

Laparotomy,  exploratory 

Opening  subplu*enic  abscess 

Removal  of  vermiform  ap- 
pendix 

Removal  of  omental  cyst 
through  nephrotomy  in- 
cision 

Gastrostomy 

Gastro-enterostomy 

CholecN  stotomy  . 

Enterectomy 

Enterotomy 

For  liver  abscess 

For  hydatid  of  liver 

Inguinal  colotomy 

Opening  gut  after  colotomy 


Genito-itbinabt. 
Oophorectomy     . 

Ovariotomy 
Nephrectomy 
Nephrorrhaphy   . 
Nephrotomy 
Opening     perinephric 


Total, 


ab- 


External  urethrotomy 
Perinteal  section 

„  „      for  extrava 

sation 
„  „      for  cellulitis 

Opening  perinaeal  abscess 
Supra-pubic  cystotomy 
Perinajal  cystotomy     . 
Lateral  lithotomy 
Circumcision 
Castration  for  sarcoma 
Replacement  of  undescended 

testicle 
Varicocele  .        .        .        . 
Hydrocele  .         .         .         . 
„         of  cord 
„         of  epididymis 


81 
6 

7 
3 

1 
1 
9 
2 
3 


5 
2 
1 
2 
1 
3 
2 
11 
1 


4 
4 
3 
4 
2 

1 
3 

4 

1 
2 
3 

1 
1 
4 
3 
6 

19 
9 
2 
1 


Recovered. 


Died. 


4*i 

3  ! 

1 

2 


2 

1 

1 

• .. 

1 

4 

3 

6 

... 

19 

9 

2 

1 

i 

Remarks. 


8  double. 


On  same  patient. 


For  advanced  scirrhus  of  breast. 

Result  not  satisfactory. 
*  3  for  cyst,  1  for  sarcoma. 


For  removal  of  villous  growth. 
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Recovered. 

Died. 

DISEASES. 

Total. 

Remarks. 

M. 

F. 

M. 

F. 

G-ESITO-VRISA-RY— continued. 

Haematocele 

1 

1 

... 

... 

... 

Plastic,  on  scrotum     . 

1 

1 

... 

... 

Amputation  of  penis    . 

1 

1 

... 

... 

... 

For  epithelioma  of  vulva     . 

2 

... 

2 

... 

... 

Same  patient. 

Rectum. 

Excision      .         .         .         . 

1 

1 

... 

... 

... 

Kraske's  operation 

1 

... 

1 

... 

... 

Fistula  in  ano 

17 

15 

2 

... 

... 

Fissure  in  ano     . 

9 

3 

6 

... 

Haemorrhoids 

25 

14 

11 

... 

Ischio-rectal  abscess    . 

1 

... 

1 

... 

... 

Plastic,  for  congenital  cloaca 

1 

... 

1 

„      for    ruptured    peri- 

1 

... 

1 

... 

... 

nsBum 

On  Leo. 

Amputations^- 

Hip-joint 

3 

... 

2 

1 

... 

Thigh      .         .         .         . 

7 

4 

1 

1 

1 

Leg          ...         . 

4 

3 

1 

... 

... 

Syrae        .         .         .         . 

2 

2 

... 

... 

... 

Toe           .... 

8 

5 

3 

... 

... 

Excisions — 

Hip          .         .         .         . 

11 

5 

6 

... 

... 

Knee        .         .         .         . 

11 

6 

5 

Ankle      .         .         .         . 

4 

1 

3 

Astragalus 

1 

... 

1 

... 

!!. 

Metatarsal  bone 

1 

1 

Head  of  metatarsal 

1 

... 

1 

... 

... 

Arthrectomy — 

Knee       .... 

3 

2 

1 

Ankle      .        .        .        . 

1 

1 

... 

... 

... 

Congenital  dislocation  of  hip 

2 

2 

„                „     of  patella 

1 

"i 

... 

... 

Loose  semilunar  cartilage   . 

2 

2 

... 

Draining    joint    for    acute 

2 

... 

2 

arthritis 

Removal    of    foreign    body 

2 

1 

1 

... 

from  joint 

Removal  of  gumma  of  syno- 

1 

... 

1 

... 

vial  membrane 

Scraping  tubercular  nodule 

1 

1 

in    internal     condyle    of 

femur 

Scraping  sinuses 

12 

5 

7 

... 

Opening  tubercular  abscess 

3 

2 

1 

from  hip 

VOL.  IV. 
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Recovered. 

Died. 

DISEASES. 

Total. 

Remarks. 

M. 

F. 

M. 

F. 

On  JjBQ— continued. 

Opening  tubercular  abscess 

1 

1 

! 

from  knee 

1 

Wiring  patella     . 

7 

6 

1       ... 

... 

Wiring       ruptured       liga- 

1 

1 

1 

mentuin  patellae 

Removal  of  wire  from  patella 

1 

1 

... 

... 

Osteotomy  of  femur    . 

2 

... 

"2   \    ... 

„         of  metatarsal 

3 

1 

2  :  ... 

Linear  osteotomy 

2 

2 

... 

... 

... 

For  acute  necrosis 

2 

1 

... 

1 

... 

„    necrosis  of  femur 

6 

6 

... 

„       of  tibia    . 

6 

6 

... 

„    periostitis  of  os  calcis  . 

1 

1 

... 

... 

„    carious  patella 

1 

1  i  ... 

... 

Tumours. 

i 

Removal  of — 

1 

Exostosis  of  tibia     . 

1 

1 

... 

... 

„        bursata    . 

1 

i 

... 

... 

„        subungual 

1 

1 

... 

Sarcoma  of  fibula     , 

1 

... 

'1     ... 

... 

Fibroma  of  thigh     . 

3 

3 

... 

Lipoma    .         .         .         . 

2 

... 

2 

... 

Chondrosarcoma  of  ham . 

1 

i 

.  • . 

... 

Prepatella  bursa 

2 

... 

"2 

... 

Tubercular     bursa     over 

2 

2 

... 

... 

great  trochanter 

Removal  of  varicose  veins   . 

36 

14 

22 

... 

„         of  varix  of  saphena 

1 

... 

1 

... 

vein 

Ligature  of  femoral  artery . 

2 

2 

... 

One  followed  by  gangrene. 

Nerve  stretching 

1 

1 

... 

... 

Posterior  tibial  for  painful  ulcer. 

Tenotomy    .         .         .         . 

11 

3 

*8 

... 

Skin-grafting      . 

5 

3 

2 

... 

Plastic,  on  ulcer 

1 

1 

For  haematoma    . 

1 

i 

„    abscess,  chronic    . 

1 

... 

1 

... 

„          „       due  to  glanders 

5 

5 

... 

... 

All  on  same  patient 

„     callous  ulcer 

1 

i 

„    perforating  ulcer . 

1 

1    ... 

... 

Uppee  Exteemitt. 

1 

Amputations — 

At  elbow-joint 

1 

1 

For  sarcoma. 

Of  fingers 

3 

3 

...  1  '.'.'. 

... 

Excisions — 

Shoulder 

2 

... 

2    ... 

... 

For  tubercular  disease. 

Elbow      .         .         .         . 

6 

*4* 

2ti  ... 

... 

*  2  partial,     f  Both  partial. 

Wrist      .         .         .         . 

2 

1 

1*    ... 

... 

*  Partial. 

Head  of  phalanx 

1 

1 

... 

... 

1 

General  Table  of  Surgical  Operations, 


147 


Recovered.        Died. 

DISEASES. 

Total. 

Remarks. 

M. 

F. 

M. 

¥. 

Upper  Exteemitt  —  con- 

tinued. 

Arthrotomy  of  shoulder 

1 

1 

... 

Patient  suffered   from    Bright's 
disease  and  tubercular  joint. 

For  cellulitis  of  hand  . 

2 

2 

... 

„    divided  tendons    . 

3 

... 

"s 

„    malunited  Colles's  frac- 

1 

... 

1 

ture 

„    necrosis  of  humerus 

1 

1 

... 

„          „        of  stump 

1 

1 

„          „        of   radius  and 

1 

1 

ulna 

„         „        of  metacarpal . 

4 

2 

2 

„    wehbed  fingers     . 

1 

1 

... 

Application  of  cautery 

1 

1 

... 

Reduction   of   old-standing 

1 

1 

... 

dislocation  of  shoulder 

Scraping  sinus    . 

3 

2 

1 

Skin-grafting      . 

4 

1 

3 

Tenotomy    .         .         .         . 

1 

1 

... 

... 

Removal  of — 

Tubercular  glands  . 

4 

3 

1 

Foreign  body  . 

3 

2 

1 

Ganglion 

2 

2* 

... 

*  One  compound  palmar. 

Chondroma  of  finger 

1 

... 

1 

... 

Exostosis  of  scaphoid 

1 

1 

Lipoma  in  axilla 

1 

... 

1 

„       on  shoulder 

3 

... 

3 

Naevo-liponia  . 

2 

... 

2* 

*  One  around  elbow-joint. 

Sarcoma  of  axillary  glands 

1 

1 

The   numbers   in  this  column 

859 

445 

370 

26 

18 

I.              J 

i 

refer  to  "  Notes  on  Fatal  Cases." 

815 

44 

V. 

_j 

859 

GENERAL  TABLE  OF   MEDICAL   GASES 

(Admitted  between  October  1st,  1896,  and  September  oOthj  1897). 


Prepared  by  E.  Playfair,  M.B.,  M.R.C.P. 
Medical  Kegisteae. 


N.B. — Children  in  Pantia  Ralli  Ward  not  included.     Cases  admitted  more  than  once 
lor  the  same  disease  counted  as  one  case  only. 


DISEASES. 

Cured. 

Re- 
lieved. 

Unre- 
lieved. 

Died. 

3  s 

J 

Remarks. 

M.  F. 

M. 

V. 

M.  V. 

M. 

F. 

'i^ 

Digestive  System 

6 

i 

i 

1 

130 

1 
1 
5 
4 
1 
1 
3 
3 
1 
2 
5 
5 
13 

1 
.3 
2 
9 
2 
1 
8 
3 
16 
1 
9 
2 
1 
1 
1 

*No  diagnosis  mside. 

*  Transferred  to  surgical  ward. 

*  Transferred  to  surgical  ward. 

*  One    case     adjnitted    twice, 

another  four  times. 

♦Transf  erred  to  surgical  ward. 
11 

Abdominal  tumour 
Acute  enteritis 
Appendicitis    . 
Ascites     . 
Cancer  of  colon 

„         iluodenuu 

1         , 

*i 
*i 

... 

2 

2 

... 

1 

3 

... 

1 
1 

... 

•• 

... 

2 

„         oesophagus 
„         omentum 
,,         pancreas  . 
„         stomach  . 

Catarrhal  jaundice  . 

Cirrhosis  of  liver 

„         (hypertrophic)  . 
Colic 

1 

1 

*iL 

1 

1 

2 

2 

*4 

"i 

1... 

4i... 

1 
1 

5 

1 

3 

1 

2 
2 

2 

1 

„     biliary    . 
Constipation    . 
Diarrhoea 
Duodenal  ulcer 
Dyspepsia 
Gastralgia 
Gastric  ulcer  . 
Gastriectasis    . 
Gastritis 
HjBmatemesis  . 
Hajmorrhoids  . 
Hepatic  congestion 

1 

1 

! 

1 

3 

1 

3 
3 
2 

i 

... 

12 

... 

... 

1 

... 

6 
2 

? 

1 

' 

1 

... 

1 

Hydatid  cyst  of  liver 

*i 

1 
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DISEASES. 


Cured. 
M.  F. 


Re- 
lieved, 


Digestive   System  —  con- 
tinued. 
Iliac  swelling  . 
Infective  sore  throat 
Jaundice 

Lardaceous       liver      and 

spleen 
Rectal  abscess 
Suppurative  pylephlebitis 
Tonsillitis  (follicular) 

„         (herpetic) 
Vomiting 

Respieatoky  System 
Acute  congestion  of  lung 
Adenoids 
Asphyxia 
Asthma    . 
Bronchiectasis 
Bronchitis 
Broncho-pneumonia 
Emphysema     and     bron- 
chitis 
Empyema 
Fibroid  phthisis 
Haemoptysis     . 
Laryngismus    . 
Laryngitis 
Mediastinal  growth 
Phthisis  .         .         .         . 
Pleurisy  .         .         .         . 
Pulmonary  general  tuber- 
culosis 
Spasmodic  dyspnoea 
„  laryngitis 

Vascular  System 
Aneurism 

Congenital  heart  disease  . 
Dilated  heart  . 
Elephantiasis  . 
Embolism       of       retinal 

artery 
Endocarditis  (ulcerative) 
Epistaxis 
Irritable  heart 
Pericarditis 

Pulsating  aorta 
Thrombosis 
Valvular  disease 


M.  F 


I    1 


10 


Unre- 
lieved, 


M.  F, 


19j26 


Died. 


M.  F 


*1 


1 
1 
11 
1 
5 

114 
1 
5 
1 
6 
2 
11 
7 
6 


ReriiJirks. 


*  Went   out  before   diagnosis 
made ;  probably  gall-stones. 


*  Intra-thoracic  pressure. 


*  Transferred  to  surgical  ward 


Cancerous. 


*  Died  subsequently. 

*Apurt  from  valvular  mischief. 


*  Suppurative,  complicated  by 
pneumonia. 

*  Of  internal  saphena. 


General  Table  of  Medical  Cases. 


151 


DISEASES. 

Cured. 

Re- 
ieve(i 

Unre- 
.  lieved. 

Died 

Still  under 
treatment. 

Total. 

Remarks. 

M 

F. 

\L  F 

M 

.  F. 

M.  F 

Genito-urinahy  Syptmiw 

1 

i 

46 

a 

27 

10 

144 

1 
2 

2 
5 
1 
1 
1 
1 
7 
3 

17 
4 
1 
3 

11 
1 
1 
1 
1 
3 
7 
1 
1 
6 
1 
1 
1 
4 
1 
1 
2 
3 
1 
2 
1 
1 
1 
1 

1 

*  Transferred  to  surgical  ward. 
*Transferred  to  surgical  ward. 

*  Sent  to  infirmary. 

*  Sent  to  infirmary. 

*  A  doubtful  case. 

Acute  nephritis 
Chronic  nephritis 
Distended  bladder 
Floatin<;^  kidney 
Haeniaturia 
Ovarian  cyst    . 
Pyelitis    . 
Renal  colic 

1 
1 

.'.'.'  J 

1  1 

2  S 

i 

... 

2    1 

1 
*1. 
*1 



:: 

i 

...  . 

1     * 

... 

?. 

Temporary  albuminuria  . 
Uraemia  .         .         .         . 

Nervous  System 
Aphasia  .         .         .         . 
Arthritic  muscular  atro- 

Ataxiii  (functional) 
„       (locomotor) . 

Ataxic  paraplegia    . 

Cerebellar  tumour    . 

Cerebral  abscess 

„         degeneration 
„         haemorrhage 
„         tumour 

Chorea     .         .         .         . 

Delirium  tremens    . 

Dementia 

Disseminated  sclerosis     . 

Epilepsy. 

„        (Jacksonian) 

Facial  paralysis 
„      spasm    . 

General  paralysis     . 

Headache 

Hemiplegia 

„           (hysterical)    . 

Hypochondriasis      . 

Hysteria .... 

Imbecility 

Insomnia 

1 

3  . 

... 

4   2 

8 

1 

1 

... 

?, 

i 

1 

i 
1 

3  1 
.  1 
1 

1 

1 

... 

... 

1... 

•4-2 

.... 

1 

1 
"3 

::: 

.... 

I 

11 

2    1 

2'l 

"2 

*i. 
1. 
4. 

i 
"i 

... 

1... 
.    3 

1 
2 

... 

1 

1 

1 
"2 

"i. 

1 

1 

iC 

... 

9 

... 

1 

"2 

1 

I    2 

1 

1 

... 

1 

Internal  ear  deafnes 

s 

1 
1 

Lateral  sclerosis 
Lumbago 

... 

i 

3... 

1 
i ' 

Mania  (chronic) 

Melancholia     . 

Meniere's  disease     . 

Meningitis 

„         (suppurati 
„         (traumati( 
„         (tubercula 

Mii^raine 

1 
1 

*i'.'. 

2''.'. 

"i 
i 

VP) 

... 

*i.. 

2  "i 

%  ■ 

■ 

1 

1  . 

1 

Myelitis  (ascending) 

1 
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Cured. 


DISEA.SES. 


M.  F, 


Nervous    System  —  ci 
tinned. 
Neuralgia 
Neurasthenia  . 
Neuritis  . 

„     (alcoholic)     . 
„     (brachial) 
„     (lead)  . 
„     (optic) . 
„     (post-diplitheritic) 
Pachymeningitis 
Paralysis  agitans 

„         of  extensors  of 

wrist 
„         of  ulnar    . 
Paraplegia 

„  (functional)    . 

Pseudo-bulbar  paralysis  , 
Sciatica   ... 
Torticollis  (spasmodic) 
Traumatic  neurosis . 


Specific  Infectious  Dis- 


11  1 


5-     Uure- 
lieved  .lieved, 


Died. 


1  3  B 


M.  F.  3oi3 


Diphtheria 

D^^sentery 

Erysipelas 

Febricula 

General  tuberculosis 

Influenza 

Malaria    . 

Measles   . 

„       (German)    . 
Scarlet  lever    . 
Syphilis  (congenital) 
(tertiary)    . 
Typlioid  fever . 
Varicella 
Whooping-cough 


Constitutional  Diseases 
Diabetes  .... 
Gout        .         .         .         , 
Rheumatism  (acute) 
„  (chronic) 

„  (gonorrhaal) 

„  (.subacute) 

Rheumatoid  arthritis 


12 


2    2 

5|8 


2   8 


#2 


4   2    2 

4 

1 


Ketuarks. 


11   1 


*1... 

I 


*  Both  facial. 

*  Cause  doubtful.   Boy  4  yearsi 
old. 


Probably  of  syphilitic  origin, 


58 


*  Both  doing  well. 


*  Sent  M.  F.  H, 


13i  *  Admitted  comatose. 

8! 
15| 

1! 

1 
11 

9  *  Transferred  to  sur'ncal  ward. 
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DISEASES. 

Cured. 

Re- 
lieved. 

Ui.re. 
lieved 

Died. 

3  5 

11 

1 

Remarks. 

M.  F.' 

M. 

F. 

M. 

F. 

M. 

F. 

Diseases  op  Blood  and 
Ductless  Glands 
Addison's  disease     . 
Chlorosis 

Exophthalmic  goitre 
Hemophilia     . 
Leucocythaemia 
Lyinphadenoma 
Pernicious  anaemia  . 
Secondary  anaemia  . 

Diseases  of  the  Skin      . 
Dermatitis  herpetiformis 
Eczema    .         .         .         . 

1 

27 
2 

13 
3 
1 
1 
2 
2 
3 

lo 

1 
5 
1 
1 
] 
] 
1 
2 
1 
1 

2 

1 

1 

5 

1 
1 
3 

1 
1 

10 
1 
1 
1 
1 

*  And  gastritis. 

*  Two  admissions. 

*  Suicidal. 

*  Transferred  to  surgical  ward. 

*  Transferred  to  surgical  ward. 

1 

1 

... 

10 

3 
1 

... 

1 

... 

... 

... 

1 
1 
1 

1 

"i 
1 

... 

... 

1 

... 

1 

1 

1 
2 

2 
1 

1 

... 

,   , 

Herpes  labialis 
Leucoderma     . 
Mycosis  fungoides 
Papular  syphilide 
Pemphigus 
Psoriasis 
Scabies    . 

#1 

... 

... 

] 

... 

... 

1 

1 

... 

1 

1 

Subcutaneous  abscesses   . 
Diseases  op  Muscles 

1 

Idiopathic  muscular  atro- 

Pseudo-hypertrophic  mus- 
cular atrophy 

Intoxications  . 
lodism     .         .         .         . 
Lritant  poisoning   . 
Opium  poisoning     . 

l^AEAsiTic  Disease   . 

1 

... 

... 

... 

1 

1 
2 

1 

Tapeworm 

Diseases  op   Bones  and 
Joints 
Enlarged  knee-joint 
Eracturc  of  ribs 
Hip  and  spinal  disease     . 
Osteomyelitis  . 

... 

... 

1 

»1 
•1 

1 

... 

... 

1 

... 

... 

... 

,., 
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DISEA.SES. 


Cured, 


Re- 
lieved. 


M.  F.  M.  F 


Diseases  of   Bones   and 
Joints — continued. 
Otitis  media    . 
Synovitis  of  knee     . 
Syphilitic  arthritis  . 
„         periostitis 
Talipes  equino-varus 
Tubercular  disease  of  rib 


Miscellaneous 
Abscess  in  axilla 
Admitted  for  observation 
Cellulitis  of  leg 

(pelvic)     . 

Debility  . 

Malignant     tumour      of 

thigh 
(Edema  of  abdominal  wall 

„      of  legs 
Senility  . 
Suicide  by  drowning  (at- 
tempted) 

„       by  hanging 
Tubercular  glands  in  neck 

Grand  totals     . 


Unre- 
lieved 


M.  F 


#1 


Died. 


*1 


*1 


17 


llemarks. 


*  Transferred  to  surgical  ward. 

*  Transferred  to  surgical  ward. 


Transferred  to  surgical  ward 


*  Transferred  to  gynecological 
ward. 


*  Hospital  still  under  repair 
beds  reduced  to  under  one 
half. 


MEDICAL   CASES  OE  INTEREST. 


By  ERNEST  PLAYFAIR,  M.B.,  M.R.C.P., 

MEDICAL   REGISTRAR. 


Peripheral  neuritis 
Ulcerative  endocarditis 
Cardiac  valvular  disease 
Various 

Total 


6  cases  and  Summary. 
4  cases. 

3  cases  and  General  Summary, 
17  cases. 

30  cases. 


General  Summary  of  Oases  of  Alcoholic  Neuritis. 

There  were  twelve  cases  of  alcoholic  peripheral  neuritis 
admitted  into  the  hospital,  eight  being  women  and  four 
men.  They  form  an  interesting  group,  as  they  illustrate 
well  the  clinical  varieties  of  the  disease  and  its  complica- 
tions. Two  of  the  twelve  cases  were  complicated  by 
pneumonia,  a  third  by  pneumonia  and  mental  disturbance 
with  delusions.  Phthisis  supervened  in  one  case  in  which 
manifestations  of  secondary  syphilis  were  present,  whilst  a 
fifth,  a  woman,  with  a  history  suspicious  of  syphilis,  had 
glycosuria  during  the  attack.  One  woman,  who  was  only  in 
the  hospital  a  few  days,  had  marked  delirium,  being  at  the 
time  about  three  months  pregnant. 

In  all  three  cases  in  which  pneumonia  was  present  it  ran 
a  very  mild  and  chronic  course,  causing  neither  very  high  tem- 
peratures nor  any  great  disturbance  either  to  the  comfort  of 
the    patients    or    to   their    general    health.        Phthisis  was 
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suspected  from  the  long  duration  of  the  physical  signs, 
but  repeated  bacteriological  examinations  failed  to  show 
any  bacilli,  and  in  all  the  cases  the  lungs  eventually 
returned  to  their  normal  condition.  All  the  cases  did  well, 
except  one  patient  who  discharged  herself  after  a  few  days 
unimproved. 

Six  of  the  most  interesting  cases  are  given  below. 

Case  1.  Alcoholic  neuritis  of  the  ''ataxic'^  typ^y  involving 
sensation  to  a  greater  degree  than  movement. — Eliza  L — , 
jet.  45,  married,  with  four  children,  was  admitted  into  Todd 
Ward,  under  the  care  of  Dr.  Ferrier,  June  14th,  1897,  com- 
plaining of  numbness  in  legs  and  left  hand,  and  difficulty  in 
walking. 

Family  history  of  no  importance.  She  has  had  no  serious 
illness  before  this.  She  admits  to  a  moderate  amount  of 
alcohol. 

She  first  experienced  feeling  of  "  pins  and  needles ''  with 
numbness  about  six  months  ago  in  the  left  arm,  which 
spread  to  the  feet  and  legs  three  months  ago,  where  she 
also  had  subjective  sensations  of  heat.  For  some  weeks  she 
has  walked  unsteadily,  and  now  can  barely  walk  at  all. 
She  also  complains  of  flatulence  and  dyspeptic  symptoms, 
and  is  frequently  sick  after  food. 

On  admission. — She  is  a  stout,  fairly  healthy-looking 
woman.  Temp.  99'2  .  Tongue  and  tonsils  show  aphthous 
stomatitis.  The  incisor  teeth  are  loose,  and  the  gums 
swollen  and  tender.  Appetite  bad,  bowels  confined.  Pulse 
76,  small,  compressible.  Heart-sounds  normal;  lung-sounds 
normal.  Urine  1030,  no  sugar  or  albumen.  Amenorrhoea 
two  months.  On  attempting  to  walk  her  gait  is  ataxic, 
and  she  cannot  walk  any  distance  without  help.  She 
cannot  stand  with  her  feet  together  and  her  eyes  shut. 
The  inco-ordination  resembles  that  of  locomotor  ataxia, 
only  there  is  more  evident  loss  of  power,  and  not  quite 
the  same  stamping  movement.  The  knee-jerk  is  absent 
on  both  sides,  also  the  plantar  reflex.  Dorsal  flexion  is 
present  though  weak.  There  is  slight  loss  of  power  in  left 
thumb.  The  hands  are  tremulous,  and  the  grasp  enfeebled. 
The  leg  muscles  react  feebly  to  faradic  stimulation,  well  to 
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galvanism.  There  is  complete  anaesthesia  as  high  as  the 
knees,  but  there  are  painful  subjective  sensations  in  the 
feet.  Painful  sense  is  present,  but  not  acute.  Both  calves 
are  exceedingly  tender  to  pressure.  In  both  hands  there  is 
impairment  of  sensation,  more  especially  in  the  left.  Eye 
movements  normal,  pupils  react  to  light  and  accommodation. 
The  condition  of  the  patient  remained  stationary  for  about 
three  weeks,  when  under  the  influence  of  massage  and 
faradisation  with  strychnine  hypodermically  she  gradually 
regained  sensibility,  and  left  the  hospital  almost  well. 
There  were  no  complications. 

Case  2.  Alcoholic  neuritis  with  glycosuria;  motor  weak- 
ness without  loss  of  sensation. — Mary  W — ,  set.  38,  married, 
admitted  to  Twining  Ward  under  Dr.  Curnow,  May  18th, 
1897. 

She  habitually  takes  three  or  four  ounces  of  spirits  and 
two  or  three  pints  of  beer  daily.  Has  bad  eleven  children, 
of  whom  four  were  still-born,  and  all  the  rest  save  one  died 
in  infancy.  No  definite  history  of  any  syphilitic  lesion  was 
obtained,  but  she  says  she  has  never  been  well  since  her 
marriage. 

A  year  ago  she  was  in  the  London  Hospital  for  weakness 
and  pains  in  the  legs.  The  last  few  weeks  she  has  again 
been  feeling  very  weak,  and  her  legs  have  been  swollen. 
The  symptoms  in  this  case  were  the  usual  ones  of  tenderness, 
loss  of  power,  and  wasting  in  the  legs,  the  arms  being  un- 
affected ;  but,  whilst  the  loss  of  power  was  considerable, 
there  was  neither  anaesthesia  nor  hyperaesthesia.  The  elec- 
trical reactions  showed  loss  to  faradic  stimulation,  reaction 
to  galvanic  being  retained,  A.C.C.  >  K.C.C.  On  May 
31st  sugar  was  first  noticed  in  the  urine;  on  June  3rd 
it  amounted  to  7  grs.  to  the  ounce,  urea  in  twenty-four 
hours  specimen  being  1  per  cent. 

The  glycosuria  continued  for  about  three  weeks,  and  as 
the  patient  recovered  it  disappeared.  The  urine  was  normal 
when  she  was  discharged  on  July  2nd,  very  much  better  in 
general  health. 

Case  3.  Alcoholic  neuritis  comjolicated  hy  pneumonia  {six 
months'    duration), — Frank    W — ,    aet.    24,    admitted    into 
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Cheere  Ward,  under  Dr.  Ferrier,  November  28th,  1896, 
complaining  of  loss  of  power  in  the  legs.  He  is  a  publican, 
and  has  always  drunk  a  large  amount,  chiefly  beer.  Whilst 
out  fishing  a  month  ago  he  got  wet  through,  and  first  felt 
pain  and  weakness  in  the  calves  a  week  after. 

The  patient  is  an  exceedingly  fat  man,  with  an  unhealthy 
appearance,  tongue  furred,  bowels  confined.  He  says 
he  suffers  from  dyspepsia  and  morning  sickness.  Heart 
and  lung  sounds  normal.  There  is  complete  loss  of  power 
of  extension  of  the  wrists,  with  great  tenderness  of  the 
forearm  muscles  on  pressure;  sensation  in  upper  extremities 
remains  normal.  On  electrical  examination  the  extensors 
do  not  respond  to  faradic  stimulus,  the  flexors  and  interossei 
only  to  a  very  strong  current.  The  extensor  ossis  meta- 
carpi  pollicis  and  supinator  longus  are  exempt  from  the 
paralysis.  There  is  no  actual  paralysis  of  the  upper  arm, 
but  the  biceps  and  triceps  are  weak.  The  legs  below  the 
knee  are  completely  paralysed,  power  of  dorsal  flexion  is 
lost,  and  the  toes  are  pointed.  Sensation  is  partly  lost, 
painful,'  muscular  and  thermic  sense  remain.  Deep  and 
superficial  reflexes  are  abolished.  There  is  some  oedema 
of  the  legs,  and  great  muscular  wasting  in  both  upper 
and  lower  extremities.  The  only  muscle  reacting  to  faradic 
stimulation  in  the  legs  is  the  flexor  longus  pollicis  on  the 
left  side.  They  all  react  to  the  galvanic  current.  Urine 
1032,  no  albumen  or  sugar. 

After  admission  the  patient^s  condition  became  worse 
for  some  time.  The  wasting  of  the  legs  became  very  great, 
and  the  patient  lost  flesh  generally.  He  was  given  Liq. 
Strychninae  hypodermically,  but  the  pain  and  tenderness  v/ere 
too  great  to  allow  of  mnssage  or  electricity  being  applied. 

December  19th. — There  is  just  a  little  power  of  extension 
of  the  right  wrisfc  ;  legs  remain  as  before,  save  that  the 
muscles  no  longer  react  so  readily  to  galvanic  current. 
There  is  some  fixity  in  the  joints,  especially  the  knees, 
which  are  semi-flexed  and  cannot  be  extended.  Massage  and 
galvanism  are  now  being  applied  to  the  legs  and  arms,  the 
tenderness  being  much  diminished.  The  muscles  of  the 
forearm  react  well  to  fifteen  cells,  those  of  the  leg  to 
twenty-five.     The  joints  also  are  being  passively  moved. 
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January  Isfc,  1897. — The  temperature,  which  has  ranged 
up  to  now  between  normal  and  99  ,  has  risen  to  101 '6°. 
There  is  dulness  and  tubular  breathing  at  the  right  base. 
Pulse  120,  respirations  36. 

January  15th. — The  physical  signs  only  now  began  to  dis- 
appear ;  for  a  fortnight  they  were  practically  unchanged,  and 
the  temperature  was  constantly  between  101°  and  103°  ;  from 
the  1st  to  the  11th  it  did  not  sink  below  101°  at  any  time 
on  a  four-hourly  chart.  The  pulse  and  respirations  were 
uniformly  between  100  and  110,  and  30  and  40  respectively. 
The  general  symptoms  were  hardly  in  proportion  to  the  fever 
and  physical  signs  ;  the  patient,  although  very  weak  and  a 
mere  shadow  of  his  former  self,  did  not  appear  very  dis- 
tressed. There  was  no  dyspnoea,  and  he  took  his  food  and 
slept  well. 

Between  January  15th  and  25th  the  temperature  came 
down  to  the  level  at  which  it  had  previously  stood,  about  1° 
above  normal.  The  only  sign  of  the  pneumonia  by  the  25th 
was  a  little  deficiency  of  breath-sounds  at  the  right  base. 
The  wrists  and  fingers  were  beginning  to  regain  their  power, 
the  fingers  more  than  the  wrists.  The  tenderness  and  loss 
of  power  in  feet  still  persisted,  there  being  yet  no  sign  of 
dorsal  flexion. 

February  10th. — Notes  say  :  Still  deficient  resonance  at 
right  base  with  deficient  breath-sounds.  Movement  of 
fingers  and  wrists  good.  Still  loss  of  dorsal  flexion  in  the 
feet.  Passive  movements  and  massage  continued.  There 
is  nothing  of  any  importance  to  note  until  March  19th,  when 
dorsal  flexion  was  first  performed,  but  only  just  after  massage, 
and  very  weak.  The  muscles  do  not  yet  react  even  to  very 
strong  faradism.  March  22nd  dorsal  flexion  definitely 
returned.  On  March  3 1st  patient  got  up  for  the  first  time 
and  stood  on  his  feet,  holding  on  to  a  chair.  The  toes  are 
still  pointed. 

The  patient  remained  in  hospital  till  May  18th,  and  then 
was  discharged  well  enough  to  walk  about  unaided.  Up 
to  the  last  there  was  some  impairment  of  resonance,  with  a 
few  crepitations  at  the  right  base. 

Case  4.  Alcoholic  neuritis  complicated  hy  pneu7nonia, — The 
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main  features  of  this  case  bear  a  close  resemblance  to  Case  3, 
so  that  it  will  be  unnecessary  to  record  the  case  at  length. 

Margaret  M — j  jet.  27,  admitted  under  Dr.  Ferrier  into 
Todd  Ward  November  24th,  1896. 

The  paralysis  was  more  of  motion  than  of  sensation,  the 
latter  being  normal,  and  was  entirely  confined  to  the  legs. 
There  was  tenderness,  loss  of  dorsal  flexion,  loss  of  super- 
ficial and  deep  reflexes,  and  partial  R.  D.  Heart-sounds 
normal ;  lung-sounds  normal. 

Before  admission  patient  had  been  drinking  brandy 
heavily.  She  was  given  tonics  and  had  daily  massage,  and 
improved  up  till  December  14th,  when  the  temperature  rose 
suddenly  to  102*6°,  when  a  patch  of  pneumonic  consolidation 
was  discovered  at  the  lower  angle  of  the  left  scapula. 

December  18th. — Patient  feels  considerable  pain  across 
back.  Temp.  103*6°.  Mustard  poultice  applied.  There 
are  now  crepitations  with  dulness  and  tubular  breathing  at 
both  bases.  All  through  the  febrile  period  the  patient, 
similarly  to  Case  3,  showed  very  little  constitutional  signs 
of  the  complicating  pneumonia.  From  the  12th  to  23rd 
December  the  temperature  varied  between  99°  in  morning, 
and  102°  and  103°  in  the  evening,  but  the  patient  had  a 
good  appetite,  slept  well,  and  had  no  dyspnoea,  although 
both  lower  lobes  apparently  were  implicated. 

The  pneumonia  further  resembled  that  in  the  last  case  in 
that  the  physical  signs  were  long  in  clearing  up.  On 
Januay  9th  the  note  reads  :  '^  Patch  of  dulness  and  tubular 
breathing  below  and  internal  to  angle  of  left  scapula.'^ 
From  the  1st  January  to  the  23rd  the  temperature  was 
hardly  ever  above  97°. 

The  neuritic  manifestations  were  almost  entirely  relieved 
by  the  time  she  went  out  of  the  hospital  on  January  23rd. 

Case  5.  Alcoholic  neuritis  complicated  hy  delusions  and 
pneumonia. — Lizzie  C — ,  aet.  38,  admitted  to  Todd  Ward, 
under  Dr.  Ferrier,  November  26th,  1896,  complaining  of 
pain  and  weakness  in  the  legs. 

There  is  nothing  noteworthy  in  her  family  history.  She 
has  suffered  from  sickness  in  the  morning  and  headache  for 
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some  time  past^  and  during  the  past  twelve  months  has  had 
three  attacks  of  paralysis  in  the  legs  with  pain  in  the  calves. 
The  present  attack  began  fourteen  days  ago,  more  or  less 
suddenly.  She  is  an  anaemic  and  rather  emaciated  woman. 
The  legs  show  loss  of  dorsal  flexion  on  both  sides,  with 
almost  complete  loss  of  motor  power,  the  feet  being  in  a 
position  of  talipes  equinus.  The  sensation  to  touch  is 
delayed  but  present,  that  to  pain  remaining.  Muscular 
sense  is  deficient.  The  calves  are  tender,  but  not  ex- 
cessively so.  In  the  arms  there  is  no  evidence  of  paralysis, 
except  that  power  of  extension  of  the  third  finger  of  the 
right  hand  is  lost.  Heart-sounds  normal ;  lung-sounds 
normal. 

Electrical  reactions. — The  muscles  of  the  front  of  the  leg 
and  of  the  calf  on  both  sides  react  to  a  strong  faradic  current, 
and  readily  to  galvanic.  The  arm  muscles  react  well  to 
faradisation.      Knee-jerks  absent. 

This  case,  then,  showed  nothing  exceptional,  but  had  the 
typical  symptoms  of  the  disease.  She  was  put  on  to 
massage  and  faradism  at  once  on  admission,  but  made  very 
little  progress  towards  recovery.  The  foot-drop  and  con- 
sequent pointing  of  the  toes  remained  in  spite  of  massage 
and  passive  movements,  and  in  order  to  counteract  it  on 
December  17th  specially  devised  splints  were  applied  to  the 
feet,  keeping  them  flexed.  She  passed  a  bad  night,  and 
complained  of  the  splints  being  painful.  On  December  19th 
it  was  found  that  the  splints  had  caused  a  blister  on  the 
inside  of  the  right  foot.  On  the  evening  of  December  18th 
the  temperature  rose  to  102°,  and  on  examination  a  small 
patch  of  pneumonic  consolidation  was  found  at  the  right 
apex.  The  temperature  remained  up  between  99°  and  100° 
till  the  22nd,  when  it  dropped  to  normal  again.  About  this 
time  patient  began  to  be  delirious  at  night  and  to  have 
delusions,  seeing  burglars  in  the  ward  and  imagining  that 
she  had  been  out  walking. 

December  28th. — Mental  condition  continues ;  delusions 
not  so  prominent,  but  delirium  at  night  still  present.  Slight 
dulness  and  tubular  breathing  at  right  apex,  but  tem- 
perature remains  normal,  never  rising  above  99°.  Patient 
has  lost  a  great  deal  of  flesh.      Neuritic  condition  scarcely 
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improved.  Toes  pointed  ;  quite  impossible  to  keep  on  splints, 
which  aggravate  the  mental  symptoms  as  soon  as  put  on. 

30tb. — Profuse  diarrhoea,  in  last  two  days  there  have 
been  twenty-five  motions  ;  patient  considerably  weakened. 
Given  a  mixture  containing  Tr.  Opii ;  better  to-day,  only 
three  motions. 

January  1st. — Diarrhoea  stopped. 

4th. — Mental  symptoms  less  marked.  Patient  brighter. 
Tremor  of  hands.  Pulse  96,  soft  and  small.  General  con- 
dition much  the  same.      Lung-sounds  as  before. 

15th. — The  mental  symptoms  are  now  very  marked.  The 
condition  is  one  of  apathy  alternating  with  delusions,  but 
these  are  evident  chiefly  on  questioning.  In  general  she  is 
not  noisy  and  is  easily  managed.  She  says  she  has  just 
been  confined,  and  calls  upon  people  to  look  for  the  baby  in 
the  bed.  The  tongue  is  dirty  brown  and  tremulous.  Dul- 
ness,  harsh  breathing,  not  definitely  tubular,  with  broncho- 
phony at  right  apex.      Temperature  normal. 

19th. — The  pain  in  the  legs  continues,  and  she  says  that 
there  are  rats  gnawing  her  feet. 

21st. — Thinks  there  are  babies  in  the  bed,  and  that  she 
goes  out  for  daily  walks,  but  is  very  incoherent  as  to  where 
she  has  been,  and  cannot  remember  the  day  of  the  week. 

26th. — She  complains  of  pain  in  the  knees,  and  says  there 
is  a  furnace  under  the  bedclothes.  General  condition  is 
improving  and  slight  power  returning. 

February  1st. — Says  her  feet  have  been  cut  off,  and  that 
is  why  she  cannot  stand.  Still  incoherent  in  her  speech,  and 
does  not  know  the  day  of  the  week,  nor  how  long  she  has 
been  here.  Says  she  has  seen  various  friends  who  have  not 
visited  her. 

5th. — Her  feet  are  '*  daily  fried  in  fat." 

9th. — Is  better  and  got  up,  able  to  walk  with  assistance. 
Dorsal  flexion  returned,  but  pointing  of  toes  is  still  present. 

12th. — "  Has  a  snake  in  the  bed." 

15th. — Is  continually  muttering  at  night,  much  better  by 
day. 

From  this  time  onwards  to  the  beginning  of  March  she 
remained  in  this  condition,  varying  from  day  to  day,  one 
time    being   rational,   another    muttering    and   groaning    to 
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herself^  occasionally  singing.  She  was  made  to  get  up,  and 
always  behaved  quite  well.  The  paralytic  condition  im- 
proved, and  under  the  influence  of  the  walking  the  contrac- 
ture lessened. 

On  March  4th  the  lungs  were  normal. 

After  this  date  the  mental  condition  improved,  and  at 
the  date  of  discharge,  March  25th,  she  was  almost  entirely 
free  of  her  delusions  and  almost  recovered  bodily. 

Case  6.  Alcoholic  neuritis  with  secondary  syphilis  and 
complicated  hy  phthisis  (six  months^  duration). — William 
T — ,  «t.  41,  admitted  under  Dr.  Curnow  into  Craven  Ward 
January  6th,  1897.  Is  a  silk  finisher.  There  is  no  phthisis 
in  the  family.  Has  had  gout,  scarlet  fever,  and  typhoid 
fever  -,  denies  alcohol  and  syphilis.  About  six  weeks  ago 
he  noticed  swelling  in  his  legs,  with  numbness  and  loss  of 
power,  and  a  fortnight  after  onset  he  could  only  just  stand. 
There  has  been  pain  in  the  calves,  and  during  the  last 
month  the  numbness  has  gradually  extended  up  his  body 
till  it  reached  the  epigastrium,  and  has  involved  the  hands 
and  arms.  It  is  more  marked  on  the  left  side  of  the  arm, 
trunk,  and  leg.      At  present  he  cannot  walk  at  all. 

He  is  a  fairly  well-nourished,  not  unhealthy-looking  man, 
with  a  moist  skin.  He  says  he  sweats  profusely  at  times. 
Tongue  furred  and  tremulous. 

Pulse  150,  regular,  small,  soft. 

Heart's  apex-beat  diffuse,  and  sounds  distant  but  normal. 
Lungs  emphysematous,  some  dulness  and  loss  of  breath- 
sounds  at  the  right  base  behind,  with  a  few  well-marked 
pleuritic  frictions.  Rhonchi  and  sibili  all  over.  Resp.  (30. 
Temp.  101°. 

There  is  a  late  secondary  syphilitic  rash,  chiefly  over  the 
forehead  and  legs. 

There  is  almost  complete  loss  of  motion  in  both  thighs 
and  legs  ;  the  left  leg  can  be  drawn  up  in  bed  a  little,  the 
right  not  at  all.      There  is  no  dorsal  flexion. 

The  patellar  and  superficial  reflexes  are  absent.  The 
hands  are  weak,  the  dynamometer  only  indicates  twenty 
pounds  ;  extension  of  the  wrist  is  present.  Electrical  exami- 
nation.     The  extensors  of  the  knee  just  react  to  faradism. 
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Below  the  knee  there  is  R.D.  and  A.C.C.  >  K.C.C.  Galvanic 
reaction  is  slow.  Tactile  sense  over  thighs,  legs,  and  feet  is 
present,  but  is  delayed  and  diminished ;  pain  is  well  felt, 
and  heat  and  cold  are  distinguished  with  a  little  hesitation. 
Tactile  sense  on  abdomen  and  back  is  good. 

Urine  sp.  gr.  1032,  acid,  no  albumen  or  sugar.  After  a 
few  days  the  acute  attack  of  bronchitis  subsided,  and  the 
lungs  only  showed  evidence  of  emphysema.  Patient  was 
given — 

Pot.  lod.,  gr.  XX  ; 

Liq.  Hj'drarg.  Perchlor.,  5j ; 

Inf.  Quassise  ad  53.     T.  d.  s.  p.  c. 

The  sensation  and  motor  power  in  the  legs  began  to  return 
by  the  end  of  January,  but  the  loss  of  sensation  and  the 
weakness  in  the  hands  increased. 

The  return  was  slow,  however,  and  by  the  middle  of 
February  R.  D.  was  still  present,  and  there  was  no  trace  of 
dorsal  flexion  t)f  feet.  Temperature  remained  normal. 
Patient  was  having  the  galvanic  battery  and  massage 
whilst  continuing  the  antisyphilitic  treatment. 

March  3rd. — Slight  attack  of  what  appears  to  be  gout. 

23rd. — There  was  mercurial  stomatitis,  and  the  mercury  was 
left  off.  About  this  time  the  evening  temperature  began  to 
rise  to  about  100°,  dropping  to  normal  in  the  morning,  and 
there  was  some  sweating.  On  examination  of  the  chest 
there  was  found  a  patch  of  tubular  breathing  with  dimin- 
ished resonance  at  the  right  apex. 

April  3rd. — Distinct  signs  of  cavity  at  the  right  apex. 
Tubercle  bacilli  in  the  sputum.  Gums  still  sore  and  spongy. 
Power  returning,  but  electrical  reactions  little  altered  as  yet, 
and  no  dorsal  flexion.  Evening  temperature  between  99° 
and  100°. 

15tli  — Can  walk  with  assistance,  dorsal  flexion  returning. 
Knee-jerks  still  absent.  Anterior  tibial  muscles  give  normal 
reactions. 

20th. — Sensory  impressions  on  left  side  delayed  and 
inaccurate,  especially  on  sole.  Pain  well  felt  both  sides. 
Right  leg  normal  except  for  an  anaesthetic  patch  over  the 
front  of  the  leg. 

The  patient  left  the  hospital  June  4th,  able  to  walk  well. 
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The  electric  reactions  had  not  returned  to  the  normal,  but 
the  sensation  was  good  to  all  kinds  of  stimuli.  Physical 
signs  in  lung  unchanged. 


Ulcerative  endocarditis  {four  cases). 

Case  1.  Ulcerative  endocarditis  with  chronic  bronchitis 
and  emphysema  ;  death  nine  days  after  admission. — Mary  I — _, 
aet.  38,  was  admitted  into  Twining  Ward,  under  Dr.  Yeo, 
November  18th,  1896,  complaining  of  cough  and  pain  in 
the  chest. 

Family  history. — Unimportant. 

Patient  has  never  suffered  from  acute  rheumatism  or 
chorea,  and  there  is  no  evidence  of  any  rheumatic  taint 
either  in  her  family  or  in  herself.  She  has  for  many  years 
been  subject  to  chronic  bronchitis.  Three  weeks  ago  she 
got  wet  through,  and  immediately  following  on  this  she 
noticed  that  her  cough  became  very  much  worse,  and  she 
suffered  considerable  pain  in  the  upper  part  of  the  chest. 
She  consulted  a  doctor,  who  ordered  her  linseed  and  mustard 
poultices,  but  she  did  not  benefit  by  the  treatment.  She 
describes  the  pain  at  present  as  being  of  a  sharp  character, 
and  ^'  as  though  there  were  something  rubbing  in  her  chest. '^ 

She  is  rather  a  thin  woman,  with  an  anxious,  suffering 
appearance.  There  is  considerable  dyspnoea,  and  she  sits 
up  in  bed.  The  face  is  cyanosed  and  of  a  leaden  grey 
colour.  The  lips  are  slightly  blue,  and  the  alas  nasi  are 
working.  The  tongue  is  dry  and  brown  in  the  centre, 
moister  and  coated  with  a  grey  fur  at  the  edges.  Pulse 
118,  full,  of  low  tension  ;  artery  wall  not  thickened.  Tem- 
perature on  admission  101*6°.  The  chest  is  deep  antero- 
posteriorly,  and  the  expansion  is  poor,  due  to  emphysema. 
There  is  a  considerable  amount  of  pustular  acne  on  the  front 
of  the  chest  and  the  back.  Respirations  55,  shallow  and 
laboured ;  expiration  prolonged. 

On  percussion  there  is  in  front  a  rather  fuller  note  than 
normal,  and  the  cardiac  and  liver  dulnesses  are  diminished, 
the  former  commencing  at  the  upper  border  of  the  fifth  rib, 
and  not  extending  beyond  the  left  border  of  the  sternum. 
Tlie  apex-beat  cannot  be  felt. 

VOL  IV.  12 
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On  auscultation  there  are  universal  rhonchi  and  sibili, 
the  vibrations  of  which  can  also  be  felt  by  the  hand.  There 
is  a  systolic  murmur  at  the  apex,  which  is  conducted  a  little 
way  into  the  axilla  but  cannot  be  heard  at  the  back. 

At  the  back  there  is  dulness  at  the  right  base,  extending 
up  to  the  angle  of  the  scapula,  and  a  smaller  area  oE  dulness 
at  the  left  base.  There  is  loss  of  breath-  and  voice-sounds 
over  the  dull  areas,  specially  noticeable  at  the  right  base. 
Above  there  are  rhonchi  and  sibili.  The  expiration  all  over 
the  chest  is  prolonged. 

The  patient  was  administered  an  expectorant  medicine  con- 
taining carbonate  and  chloride  of  ammonia,  together  with  the 
Mist,  ^theris  Sulph.  c  Ammon.  There  was  a  considerable 
amount  of  sputum,  frothy  and  of  a  dark  brown  colour. 

November  21st. — Patient  feels  worse,  the  dyspnoea  is 
more  urgent,  and  she  passed  a  bad  night.  Temperature 
ranges  between  about  100°  F.  morning  and  102°  F.  at 
night.  There  have  been  no  chills  or  rigors,  but  patient 
perspires  freely,  especially  at  night.  Urine  1030,  thick 
deposit  of  urates,  chlorides  slightly  deficient,  no  albumen 
or  sugar.      The  bowels  are  confined. 

24th. — Patient  feels  a  little  easier  and  freer  from  pain. 
Th«  dulness  at  the  bases  is  less,  cough  less  frequent.  The 
sputum  is  definitely  blood-stained.  Respirations  42,  tongue 
cleaner,  dyspnoea  less.     Temperature  remains  as  before. 

26th. — Apparent  improvement  maintained.  Respirations 
40.  Expectoration  still  blood-stained,  but  it  is  darker. 
Medicine  as  before,  bronchitis  kettle.  Temperature  is  still 
high,  reaching  103°  last  night. 

There  is  no  note  of  any  change  in  the  cardiac  condition, 
the  diagnosis  of  ulcerative  endocarditis  not  being  made  ante 
mortem,  the  case  being  considered  to  be  one  of  bronchitis 
and  emphysema  only. 

On  November  27th  the  dyspnoea  again  became  very 
urgent,  the  cyanosis  deeper,  and  the  patient  became  un- 
conscious and  died. 

Post-mortem. — See  report  of  Pathological  Department. 

Case  2.  Ulcerative  endocarditis;  death  two  days  after 
admission. — Elizabeth     M — ,     set.    34,    was    admitted     into 
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TwiniDg  Ward^  under  care  of  Dr.  Yeo,  December  7th,  1896, 
complaining  of  pain  over  the  region  of  the  heart  extending 
up  to  the  left  shoulder,  more  especially  when  she  coughs. 

Father  and  mother  both  suffer  from  rheumatism,  but  she 
has  never  had  it  herself,  nor  symptoms  suggestive  of  any 
rheumatic  manifestation.  She  says  she  was  in  her  usual 
health  till  a  fortnight  ago,  when  she  was  suddenly  seized, 
with  pain  in  the  left  shoulder,  which  spread  to  the  left  side 
of  the  chest  and  has  never  left  her.  The  last  four  days 
she  has  had  severe  diarrhoea. 

On  admission. — Patient  is  a  healthy-looking,  well-nourished 
woman,  but  there  is  the  greyish  hue  of  slight  cyanosis.  The 
lips  are  blue  and  the  alae  nasi  working.  Pulse  140,  regular, 
rather  small,  and  very  easily  compressible  ;  artery  wall  not 
thickened.  Respirations  40,  laboured  ;  some  cough,  but  no 
expectoration.      Temperature  101°. 

Heart :  apex-beat  diffuse,  maximum  intensity  fifth  space 
in  nipple  line.  Dulness  begins  at  the  upper  border  of  the 
third  rib,  and  extends  to  mid-sternal  line.  There  is  a  faint 
systolic  murmur  at  the  apex,  but  it  is  not  well  defined. 
There  is  a  soft  friction  sound  at  the  base  of  the  heart. 

Lungs :  normal  to  percussion,  on  auscultation  a  few  sibili. 

Liver  and  spleen  are  not  felt ;  no  oedema  of  legs. 

Urine  1020,  acid,  no  albumen  or  sugar. 

Tongue  dry  and  coated  with  white  fur. 

December  8th. — Patient  passed  a  restless  night.  G-eneral 
condition  worse,  mind  quite  clear.  There  are  one  or  two 
friction  sounds  over  the  prsecordial  area. 

The  patient  rapidly  became  worse,  and  becoming  un- 
conscious died  on  December  9th.  Temperature  shortly 
before  death  104°. 

Post-mortem. — See  report  of  Pathological  Department. 

Case  3.  Ulcerative  endocarditis  treated  with  antistrepto- 
coccic serum  ;  left  hospital  of  her  own  accord  ;  died  at  home  ; 
no  autopsy. — Clara  H — ,  aet.  26,  was  admitted  into  Todd 
Ward,  under  the  care  of  Dr.  Tirard,  January  22nd,  1897. 

Family  history. — Unimportant. 

Patient  is  married,  has  had  one  child.  She  says  she  was 
always  well  until  six  months  ago,  when  she   had  an  attack 
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of  acute  rheumatism  after  her  confinement,  and  was  told  her 
heart  was  affected.  She  was  in  bed  eight  weeks,  and  then 
was  able  to  get  about.  For  the  last  month  she  has  been  feeling 
very  weak  and  ill,  and  gets  out  of  breath  on  the  least  exertion. 
Her  legs  have  swollen  at  times,  but  are  not  so  at  present. 

On  admission. — The  patient  is  emaciated  and  anaemic. 
Tongue  covered  with  dirty  white  fur  ;  pulse  slow,  70,  small 
and  of  low  tension  ;  temp.  101°. 

Heart  :  apex-beat  diffuse  in  fifth  and  sixth  spaces, 
maximum  intensity  in  the  sixth  space  in  the  nipple  line. 
The  cardiac  dulness  is  normal  above  and  to  the  right.  There 
is  a  systolic  thrill  at  the  apex.  There  is  a  systolic  murmur 
at  the  apex,  and  the  second  pulmonary  sound  is  accentuated. 
Lung-sounds  normal. 

Liver  and  spleen  :  not  felt. 

Urine  1016,  acid;  albumen  1  in  10,  and  contains  blood 
and  blood  casts,  also  hyaline  casts. 

January  23rd. — Mr.  McHardy  reports  on  the  eyes : 
**  Definite  but  moderate  swelling  of  each  disc,  no  macular 
changes."      Temp.  100-8°. 

28th. — Very  copious  nocturnal  sweating. 

29th. — Blood :  haemoglobin  47  per  cent.,  haemocytes 
3,800,000,  slight  leucocytosis.  The  temperature  ranges 
between  99°  morning  and  100  evening.  No  rigors ;  weak- 
ness and  emaciation  increasing.  Urine  still  contains  albu- 
men and  blood,  with  blood  and  granular  casts. 

February  2nd. — Had  a  fainting  fit  this  morning. 

7th. — Temperature  lower,  98°  morning  to  99*5°  evening. 
Patient  complains  of  severe  pain  in  right  hypochondrium. 
Liver  extends  to  one  inch  below  umbilicus.  Amount  of 
blood  in  the  urine  is  increased. 

9th. — A  specimen  of  the  blood  was  sent  to  the  British 
Institute  of  Preventive  Medicine,  and  streptococci  reported 
to  be  present  in  it.  Pain  also  in  left  hypochondrium.  Face 
flushed,  hectic  ;  general  condition  one  of  extreme  emacia- 
tion and  prostration. 

10th. — 10  c.c.  of  antistreptococcic  serum  injected  night 
and  morning.  At  first  there  seemed  a  slight  improvement 
after  the  injection  of  the  serum.  The  patient  seemed 
brighter,    and   on   February    13th   the    blood   was   reported 
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as  sterile.  The  improvement,  however,  was  delusive  ;  on 
February  14th  streptococci  were  again  found  in  the  blood, 
and  the  general  condition  was  worse.  The  cardiac  dulness 
was  found  to  be  increased  to  the  right  as  far  as  the  right 
border  of  the  sternum,  and  a  loud  diastolic  murmur  is  heard 
over  the  pulmonary  area.      The  apical  .murmur  as  before. 

15th. — Serum  increased  to  20  c.c.  night  and  morning. 

16th. — Blood  sterile,  but  temperature  rising,  101*8° 
evening. 

17th. — As  no  benefit  appeared  to  be  ensuing  from  the 
injections  the  antitoxin  was  stopped  to-day.  Temp.  99*2° 
morning,  103°  evening. 

18th. — Temperature  rose  to  104°  evening.  Patient  deve- 
loped a  general  erythematous  rash  with  considerable  itching. 

22nd. — Rash  almost  fading.  Cardiac  dulness  increased 
half-inch  to  right  of  sternum  and  up  to  lower  border  of  third 
rib.  Pulse  92,  small  and  soft.  (Edema  of  back  in  lumbar 
region,  none  of  legs.  A  few  crepitations  at  the  bases  behind. 
There  is  systolic  retraction  of  the  lower  ribs  over  the  prge- 
cordial  area.      Temp.  100*4°  morning,  100°  evening. 

24th. — She  complains  of  very  severe  pains  between 
shoulders ;  is  still  quite  sensible,  and  does  not  wander  at 
night.      Temp.  99°  morning,  101°  evening. 

26th. — Diastolic  murmur  over  base,  louder  and  more 
musical  in  tone,  systolic  at  apex  as  before.  The  urine  still 
contains  blood,  albumen,  and  casts.  The  patient  conceived 
the  wish  to  go  home,  and  was  allowed  to  get  up  February  27th 
to  prepare  her  for  the  journey.      She  took  her  discharge. 

28th. — She  lingered  on  for  three  weeks  at  home,  and 
getting  gradually  worse  died.      No  autopsy  was  obtainable. 

Case  4.  Ulcerative  endocarditis  without  cardiac  murmur^ 
with  delirium  tremens,  pneumonia,  and  left  hemiplegia  ;  tempe- 
rature subnormal ;  death  nine  days  ajter  admission. — Edward 
T — ,  aet.  56,  admitted  into  Cheere  Ward,  December  12th, 
1896,  under  the  care  of  Dr.  Ferrier. 

Owing  to  the  condition  of  the  patient  when  admitted,  no 
very  full  notes  of  past  history  or  present  attack  were 
obtained,  but  there  was  evident  long- continued  alcoholism, 
nnd  the  present  acute  condition  was  of  one  week's  duration. 
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daring  whicli   he    had  complained   of  cough  and  dyspuoea^ 
and  had  been  delirious  at  night. 

On  admission. — The  patient  is  a  stout  man  with  a  florid 
countenance  and  a  nervous  manner.  There  is  considerable 
dyspnoea  without  much  cyanosis.  Temp.  101*8°.  Pulse  full, 
bounding,  128.  Resp.  44.  Tongue  thickly  furred.  There 
is  dulness  and  tubular  breathing  without  any  moist  souods 
at  the  right  apex.  Left  lung  normal.  The  heart-sounds 
are  feeble,  but  there  is  no  murmur.  (Position  of  apex-beat 
and  area  of  dulness  are  not  stated  in  the  notes.) 

Urine  1025,  acid,  urates,  no  albumen  or  sugar.  Patient 
was  ordered  brandy  ^iv  in  the  twenty-four  hours. 

December  13th. — Temperature  has  dropped  to  normal. 
Pulse  occasionally  intermittent. 

14th. — A  4-hour  temperature  ranges  between  97°  and  98°. 
Patient  has  now  typical  delirium  tremens  with  horrors,  rest- 
lessness, &c.,  which  necessitates  a  male  attendant.  He  can 
still  answer  when  spoken  to,  and  says  he  feels  quite  well. 
Brandy  ^Yiij. 

15tli. — Temperature  at  2  a.m.  was  95*6°.  Pulse  100, 
resp.  50.  By  10  a.m.  temperature  still  only  96°.  Pulse 
could  not  be  counted,  resp.  60.  Brandy  ^x.  Tubular 
breathing  extends  to  within  two  inches  of  the  right  base. 

16th. — Temperature  at  6  p.m.  yesterday  rose  to  100*6°, 
but  at  2  a.m.  to-day  has  fallen  to  97°,  at  which  level  it  has 
remained  all  day.  The  delirium  has  now  ceased,  but 
prostration  is  extreme.  There  is  some  diarrhoea,  and  the 
motions  are  extremely  offensive. 

17th. — Temperature  has  risen  to  98°.  There  is  a  con- 
siderable amount  of  semi-purulent  expectoration.  Pulse  108, 
very  irregular.      Eesp.  44. 

18th. — At  6  a.m.  temperature  was  100*8°,  but  between 
then  and  10  a.m.  it  fell  to  95°  with,  symptoms  of  collapse. 
Patient  was  given  injections  of  ether  iT^xx  every  four  hours, 
but  temperature  did  not  rise  beyond  96°.  There  is  now 
absence  of  breath-sounds  with  absolute  dulness  over  the  lower 
lobe.      An  exploring  needle  was  inserted,  but  with  no  result. 

19th. — Breathing  40,  very  laboured,  patient  barely  con- 
scious.     Temperature  rose  for  a  short  time  to  99°. 

The  patient  has  now  got  complete  paralysis  of  the  left 
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arm  and  leg,  but  the  face  appears  to  be  unaffected.  No 
cardiac  murmur  can  be  made  out,  heart-sounds  indistinct 
and  tumbling.      Pulse  small,  irregular,  116. 

20tli. — Patient  is  now  quite  unconscious.  Temp.  96°. 
All  symptoms  exaggerated.      Evidently  dying. 

21st. — Patient  died  at  10  a.m.  ;  at  time  of  death  tempera- 
ture had  risen  to  100°. 

Post-mortem. — Heart  showed  vegetations  on  the  aortic 
valves  and  some  entangled  in  the  mitral  valves,  soft  and 
breaking  down.  The  clot  in  the  heart  was  normal.  Lungs  : 
there  was  pneumonia  at  the  apex  of  the  right  lung.  The 
left  was  normal.  Liver  fatty.  Spleen  vascular,  soft 
and  pulpy,  not  enlarged.  The  brain  showed  no  lesion  to 
account  for  the  hemiplegia.  The  kidneys  were  normal. 
The  intestinal  tract  showed  acute  inflammation  and  ulcera- 
tion in  stomach  and  sigmoid  flexure. 

General  summary  of  cases  of  cardiac  valvular  disease. 

There  were  60  cases  admitted  into  the  wards,  amounting 
in  all  to  71  admissions,  4  cases  being  admitted  twice,  2 
cases  three  times,  and  1  four  times.  Analysis  of  the 
cases  as  regards  the  distribution  of  the  valvular  lesions 
gives  the  following  result : 

Mitral  regurgitation  alone  . 

Mitral  stenosis  alone 

Mitral  obstruction  and  regurgitation 

Aortic  regurgitation  alone  . 

Aortic  stenosis  alone 

Aortic  regurgitation  and  stenosis 

Aortic  regurgitation  and  stenosis  with  mitral 
regurgitation  .... 

Aortic  stenosis  with  mitral  regurgitation 

Aortic  stenosis  with  mitral   stenosis  and  re- 
gurgitation .... 

Pulmonary  regurgitation  and  stenosis 

Notes  missing  .... 


22  cases. 
5   ,. 
9  „ 
1  case. 

I  ,, 

5  cases. 

11    „ 

3   „ 

1  case. 

1   ,, 
1   „ 


Cardiac  valvular  disease  (three  cases). 

Case  1.   Probable   case  of  pulmouary   stenosis  with  regur- 
(jitation, — A.  B — ,  set.   22,  was   admittted   into   Sambrooke 
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Ward  March  18th,  1897,  complaining  of  shortness  of  breath 
and  pain  in  the  chest.  He  works  as  a  porter,  where  his 
hours  are  long  and  his  work  heavy  ;  formerly  he  was  a 
miner.  He  is  unmarried,  and  has  been  a  teetotaler  all  his 
life.      His  family  history  is  unimportant. 

Nine  years  ago  he  had  scarlet  fever  followed  by  kidney 
trouble,  and  has  never  been  thoroughly  well  since  then,  but 
has  off  and  on  been  subject  to  the  same  pain  in  the  chest  of 
which  he  now  complains,  and  has  never  been  able  to  lie  in 
bed  on  the  left  side.  The  pain  comes  on  in  paroxysms  lasting 
about  fifteen  minutes,  which  are  very  severe.  He  is  very 
short  of  breath  and  troubled  with  a  persistent  cough,  worse 
in  the  winter,  but  does  not  remember  ever  having  brought 
up  any  blood.  He  has  never  had  rheumatic  fever  nor 
chorea.  The  patient  is  fairly  well  nourished,  but  anaemic, 
with  a  flush  on  the  malar  bones.      Temp.  99*4°. 

On  examination  the  apex-beat  is  seen,  forcible  and  rather 
diffuse,  in  the  fifth  space,  2^  inches  from  the  left  margin  of 
the  sternum.      On  palpation  there  is  a  decided  diastolic  thrill 
over  the  pulmonary  area.      On  percussion  the  upper  limit  of 
cardiac  dulness  is  normal,  but  there  is  dulness  as  far  as  the 
right  border  of  the  sternum.   The  pulse  is  regular,  72,  rather 
high  tension,  full,  artery  wall  not  thickened,  not  collapsing. 
On  auscultation  there  is  a  very  loud  systolic,  and  a  fainter  but 
quite    distinct   diastolic   murmur    over   the   pulmonary  area, 
heard  best  at  the  level  of  the  second  and  third  costal  carti- 
lages on  the  left  side.   The  aortic  first  sound  is  partly  obscured 
by  the  loud  systolic  murmur  from  the  pulmonary  area,  but 
the  second  sound  is  clear  and   somewhat  accentuated.      At 
the  apex  there  is  a  marked  diastolic  murmur,  which  appears 
to  be  the  same  as  that  heard  over  the  pulmonary  area  con- 
ducted downwards.      The  systolic  murmur  at  the  pulmonary 
area  is  conducted  upwards  towards  the  apex  of  the  lung. 
The  left  side  of  the  chest  measures  J  inch  more  than  the 
right.       The  lung-sounds  are   normal.      Urine    1018,   acid; 
albumen  one  eighth,  with  hyaline  and  granular  casts. 

Patient  remained  in  hospital  till  May  11th,  1897.  Under 
treatment  the  albuminuria  disappeared  almost  entirely,  but 
the  heart-sounds  remained  as  before.  There  was  consider- 
able pain  of  a  pseudo-anginal  character,  which  was,  however. 
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mucli  relieved  under  treatment,  which  consisted  in  ndminis- 
tration  of  jalap  and  scammony  aa,  gr.  xv,  directed  to  the 
kidney  condition. 

Case  2.  Mitral  regurgitation  and  chronic  interstitial  pneu- 
monia.— C.  L — _,  aet.  27,  admitted  into  Sambrooke  Ward, 
under  Dr.  Yeo,  March  15th,  1897,  complaining  of  pain  in 
chest  and  back.  He  is  a  warehouseman,  single,  and  has 
always  been  temperate  in  his  habits. 

Both  father  and  mother  are  dead,  cause  of  death  unknown. 
Two  sisters  have  suffered  from  chorea. 

He  has  never  had  acute  rheumatism  or  chorea ;  influenza 
four  years  ago.  About  a  year  ago  he  caught  a  severe  chill, 
associated  with  great  pain  in  the  right  side  of  the  chest,  and 
he  was  laid  up  in  bed  for  three  weeks.  Since  that  time  he  has 
suffered  from  persistent  cough,  and  the  pain  in  the  side 
though  less  acute  has  never  entirely  left  him.  It  is  now 
dull  and  aching  in  character,  and  at  intervals  he  has 
paroxysms  of  difficult  breathing.  He  always  gets  out  of 
breath  on  the  least  exertion. 

On  admission. — Patient  is  thin  and  anaDuiic,  face  rather 
flushed,  but  mucous  membranes  pale.  Tongue  is  moist  and 
clean.      Temperature  normal. 

On  inspection  of  the  chest  the  apex-beat  is  seen  beating  in 
the  fourth  interspace  on  the  right  side  an  inch  below  the  nipple, 
and  an  inch  and  a  half  from  the  right  border  of  the  sternum. 

On  palpation  the  heart's  impulse  is  strong  and  heaving ; 
there  is  epigastric  pulsation. 

The  cardiac  dulness  begins  at  the  lower  border  of  the 
fourth  rib  about  one  inch  to  the  left  of  the  left  border  of 
the  sternum,  and  extends  dowu  to  the  upper  border  of  the 
sixth  rib ;  it  extends  to  the  right  as  far  as  the  apex-beat. 

On  auscultation  there  is  a  loud  pure  systolic  murmur  at 
the  apex,  which  cannot  be  made  out  to  be  transmitted  in 
any  one  direction,  but  is  so  loud  that  it  can  be  heard  all  over 
the  chest.  The  sounds  at  the  base  to  the  right  of  the 
sternum  are  normal ;  to  the  left  there  is  marked  accentuatiom 
of  the  second  sound.  Pulse  70,  full,  regular,  of  fair  though 
not  high  tension.  Artery  wall  normal.  Urine  acid,  sp. 
gr.  1014,  no  albumen  or  sugar. 
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Lungs  :  tlie  expansion  of  the  chest  is  seen  to  be  deficient 
on  the  right  side,  and  on  measurement  the  circumference  of 
the  right  side  is  less  than  that  of  the  left  by  |  inch.  Over 
the  right  chest  in  front  the  resonance  is  normal  above  the 
area  of  cardiac  dulness.  There  is  some  deficiency  of  the 
breath-sounds,  and  a  few  scattered  pleuritic  rubs.  Behind 
there  is  dulness  from  apex  to  base,  absolute  as  far  down- 
wards as  the  angle  of  the  scapula,  below  which  it  is  partial. 
The  dulness  extends  forwards  into  the  axilla,  and  merges 
into  the  cardiac  dulness.  Over  the  dull  area  the  tactile 
fremitus  is  diminished,  though  not  entirely  abolished.  Over 
the  whole  of  this  area  except  at  the  extreme  base  behind 
there  is  tubular  breathing  with  bronchophony  and  pectori- 
loquy.     At  the  base  there  is  absence  of  breath-sounds. 

The  left  lung  is  normal,  though  the  breathing  is  rather 
harsh. 

Liver  dulness  cannot  be  differentiated  from  that  of  the 
heart  and  lung,  it  cannot  be  felt  below  the  costal  margin. 

The  patient  remained  in  the  hospital  till  March  29th. 
The  temperature  remained  practically  normal  all  the  time, 
only  once  rising  as  high  as  100°.  There  was  a  good  deal  of 
cough  but  not  much  expectoration,  and  no  tubercle  bacilli 
were  detected  in  the  sputum.  The  pain  continued,  but  was 
somewhat  relieved,  and  at  no  time  seemed  to  be  very  great. 

Case  3.  Recurrent  acute  endocarditis  with  mitral  regur- 
gitation;  death. — Florence  C — ,  aet.  19,  single,  a  general 
servant,  was  admitted  into  Twining  Ward  December  7th, 
1896,  complaining  of  pain  in  the  right  side  of  the  chest  and 
shortness  of  breath. 

Father  died  of  Bright^s  disease,  otherwise  the  family 
history  is  unimportant. 

There  is  no  history  of  any  rheumatic  affection,  but  she 
had  scarlet  fever  when  a  child,  and  from  the  account  she 
gives  of  herself  there  is  some  reason  to  suspect  that  it  may 
have  been  followed  by  endocarditis.  Since  that  time  she 
has  been  continually  ailing,  and  she  has  always  been  short 
of  breath.  Four  months  ago  she  had  a  hemiplegic  attack, 
which  came  on  quite  suddenly  but  without  loss  of  conscious- 
ness.     The  left   side   was   completely  paralysed,   and   there 
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was  temporary  loss  of  speech.  Since  then  the  power  has 
returned  entirely  in  the  leg,  and  almost  entirely  in  the  arm. 
Sensation  was  never  affected.  She  dates  the  present  illness 
from  that  time,  the  shortness  of  breath  and  weakness 
having  been  getting  steadily  worse.  She  has  had  amenor- 
rhcea  for  four  months. 

On  admission. — Patient  is  extremely  emaciated,  weighing 
only  4  stone  5  lbs. 

There  is  very  little  trace  left  of  the  hemiplegia,  the 
movements  of  the  leg  being  normal;  but  the  grasp  of  the 
left  hand  is  weak,  and  there  is  some  stiffness  of  the  left 
shoulder. 

Pulse  120,  regular,  small,  compressible. 

Tongue  furred.  Urine  1025,  no  albumen,  thick  deposit 
of  urates. 

Heart :  the  apex-beat  is  in  the  sixth  space  in  the  anterior 
axillary  line,  and  is  strong  and  heaving  without  being 
diffuse.  The  cardiac  dulness  is  increased  to  percussion,  but 
not  upwards  or  to  the  right.  There  is  a  loud  blowing 
systolic  murmur.  The  aortic  sounds  are  normal,  but  the 
pulmonary  second  sound  is  accentuated.  There  is  a  to-and- 
fro  friction  sound  heard  over  a  limited  area  about  the  second 
intercostal  space  immediately  to  the  right  of  the  sternum. 

Lungs  are  normal  to  percussion,  a  few  crepitations  at 
both  bases  behind. 

The  liver  is  enlarged  and  reaches  down  to  the  umbilicus, 
is  smooth  with  a  well-defined  edge,  not  painful,  and  only 
very  slightly  tender.  There  is  no  ascites  and  no  oedema  of 
the  legs. 

The  spleen  cannot  be  felt.      Temp.  i)8'4°. 

December  14th. — The  patient  seems  in  much  the  same 
condition,  but  expresses  herself  as  easier. 

The  temperature  has  been  rising  steadily,  the  evening 
reading  being  usually  about  102  ,  with  a  morning  remission 
to  between  99  and  100°.  There  is  a  good  deal  of  sweating, 
especially  at  night.  The  blood-count  shows  60  per  cent, 
haemoglobin  and  hasmocytes  4,000,000.  Patient  eats  and 
sleeps  badly.  Bowels  are  confined.  There  is  a  good  deal 
of  dry  hard  cough,  but  little  or  no  expectoration. 

21st. — The  temperature  has  been  ranging  lower,  and  has 


176  Medical  Cases  of  Interest. 

not  touched  101*^  siDce  the  17th;  it  has  been  steady  at  100° 
ujorning  and  99°  evening.  General  condition  and  physical 
signs  as  before. 

January  1st,  1897. — Weight  4  stone  3  lbs.  Patient  is 
much  weaker  and  is  delirious  at  night.  There  have  been 
attacks  of  diarrhoea  alternating  with  constipation.  Tem- 
perature still  remains  between  99°  morning  and  102° 
evening,  and  has  only  once  been  as  high  as  102*4°. 
Sweating  at  night  continues. 

4th. — The  mental  condition  is  one  of  apathy  ;  patient  lies 
in  a  half-unconscious  condition,  and  takes  no  notice  of  any- 
one, but  can  answer  sensibly  if  spoken  to  ;  there  is  wander- 
ing at  night  and  very  copious  sweating. 

8th. — Patient  is  now  completely  delirious,  and  can  by  no 
means  be  made  to  understand  anything.  She  is  not  very 
noisy  and  usually  lies  quiet,  but  is  very  irritable,  and  cries 
peevishly  if  disturbed.  The  pupils  are  dilated  equally,  and 
react  to  light.  Knee-jerks  equal  and  active.  She  is  passing 
everything  under  her,  and  there  is  considerable  diarrhoea. 

9th. — Two  attacks  to-day  of  twitching  of  the  left  arm  and 
leg  of  one  and  a  half  and  three  quarters  of  an  hour  respec- 
tively, followed  by  inability  to  extend  the  wrist.  The  heart- 
sounds  are  quite  unaltered,  and  the  lungs  show  only  slight 
oedema  of  the  bases.  The  temperature  has  once  reached 
103°,  but  is  otherwise  as  before.      No  rigors. 

16th. — Condition  similar.  Weakness  greater.  Diarrhoea 
almost  stopped.      Temperature,  evening,  103°. 

17th. — Temperature  dropped  suddenly  to  96°.  Breathing 
very  laboured,  60  per  minute.  Pulse  132.  Dulness  and 
tubular  breathing  right  apex.    General  hyperaesthesia  of  skin. 

21st. — Death  this  morning.  For  the  last  four  days  the 
temperature  has  only  once  risen  as  high  as  97° ;  usually  it 
has  been  96°  both  morning  and  evening.  General  condition 
has  been  one  ol:  unconsciousness,  deepening  into  coma. 

Post-mortem. — Heart  :  both  auriculiar  and  ventricular 
surfaces  of  the  mitral  valves  showed  recent  vegetations, 
and  were  much  shrunken  and  retracted  from  chronic  endo- 
carditis. There  were  several  infarctions  in  the  spleen  and 
in  the  brain,  involving  the  centres  for  the  arm  and  leg  of 
left  side.      Other  organs  normal. 
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Various  cases. 

Case  4.  Double  aneuris7n  of  thoracic  aorta  with  aneurism 
of  abdominal  aorta;  death. — Elizabeth  H — ,  set.  50,  was 
admitted  under  the  care  of  Dr.  Duggin  into  Twining  Ward 
July  19th,  1897,  complaining  of  difficulty  in  breathing. 

There  is  nothing  in  the  family  history  of  any  importance 
in  connection  with  the  case. 

The  patient  has  never  been  married,  and  denies  ever 
having  had  any  illness ;  no  history,  direct  or  indirect,  of 
syphilis  obtainable.  By  occupation  she  is  a  cook.  She 
was  well  up  till  about  a  year  ago,  when  her  voice  began  to 
be  husky,  and  eventually  she  lost  it  altogether.  After  a 
vv^hile  she  partly  regained  the  use  of  it,  but  it  has  never 
returned  completely.  Three  months  ago  the  breathing  began 
to  get  difficult,  and  she  had  attacks  at  intervals  of  very  bad 
breathing,  especially  on  any  exertion. 

On  admission  she  is  a  thin  woman,  rather  anaemic,  but 
the  face  has  a  dusky  colour  from  the  obstruction  to  the 
breathing,  which  is  considerable,  the  patient  sitting  up  in 
bed  and  being  quite  unable  to  lie  down.  She  cannot 
speak  above  a  whisper,  and  on  any  movement  the  breathing 
becomes  hoarse  and  stridulous,  with  characteristic  symptoms 
of  obstruction  to  respiration.  She  did  not  complain  of  any 
pain  anywhere.      There  is  no  dysphagia. 

On  examination  of  the  chest  the  apex-beat  is  seen  heaving 
and  rather  diffuse  in  the  sixth  space,  about  a  quarter  of  an 
inch  outside  the  nipple  line.  There  is  some  pulsation  to  be 
seen  in  the  upper  intercostal  spaces  on  the  left  side,  and  on 
the  right  side  in  the  second  and  third  interspaces  imme- 
diately to  the  right  of  the  sternum,  but  there  is  no 
prominence  and  no  true  expansile  pulsation.  There  is  no 
pulsation  in  the  sternal  notch.  To  percussion  there  is 
dulness  over  the  mesosternum,  and  the  presternum  extend- 
ing above  the  cardiac  area  half  an  inch  to  the  left ;  to  the 
right  one  and  a  half  inches  beyond  the  sternal  margin, 
emerging  into  the  liver  dulness  below.  On  palpation  there 
is  a  distinct  diastolic  shock  felt  over  the  aortic  area.  On 
auscultation  there  is  very  decided  accentuation  of  the  aortic 
second  sound,  but  otherwise  the  sounds  are  normal. 

The  pulses  are  equal,  good  volume  and  tension.      Arteries 
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thickened.  Yeins  over  chest  in  front  slightly  enlarged,  no 
oedema.  The  auscultation  reveals  great  diminution  of  breath- 
sounds  over  the  left  lung  in  front,  with  slightly  prolonged 
almost  tubular  character  of  the  expiration.  The  right  lung 
in  front  is  normal.  At  the  back  there  is  no  impairment  of 
resonance,  but  the  breath-sounds  on  both  sides  over  the 
upper  dorsal  spines  are  tubular;  further  out  on  each  side 
they  become  natural.  There  is  no  pulsating  area  and  no 
murmur  to  be  heard  at  the  back.  The  urine  is  1028,  acid,  no 
albumen  or  sugar.  The  bowels  are  confined.  Temp.98'8°. 
The  patient  is  ordered  a  diet  restricted  in  fluids,  and  given — 

Potass.  lodidi,  gr.  x  ; 
Aq.  ad  ^j-     T.  d.  s. 

July  26th. — The  dyspnoea  is  greater,  marked  stridor  ; 
patient  sleeps  badly  but  does  not  suffer  any  pain.  Tempe- 
rature normal,  pulse  98.  The  veins  over  the  sternum  are 
larger.      No  tracheal  tugging  made  out. 

The  condition  remained  unaltered  for  some  considerable 
time,  both  symptoms  and  physical  signs  being  the  same. 
The  temperature  remained  about  99°,  pulse  varied  from 
100  to  120. 

After  about  a  month  there  was  distinct  improvement  in 
the  symptoms,  the  dyspnoea  became  less,  the  breath-sounds 
better  heard  over  the  left  chest  in  front  and  the  tubular 
breathing  behind  less  evident.  On  the  other  hand,  the 
pulse  began  to  get  weaker  and  irregular,  and  the  dul- 
ness  in  front  more  extensive.  The  body  weight  on  September 
7th  had  fallen  to  8  st.  10  lbs. 

September  9th. — She  began  for  the  first  time  to  complain 
of  pain,  referred  to  behind  the  sternum,  which  was  relieved 
by  Emplastrum  Belladonna3. 

16th. — There  is  considerable  cough  with  expectoration  of 
frothy  bronchitic  fluid.  Also  she  complains  of  pain  between 
the  shoulder-blades.      Ordered  the  following  mixture  : 

Liq.  Morphine  Hydrochlor.,  luv; 
Tr.  Camph.  Co.,  5ss; 
Syrupi,  5S8. 
M.     Ft.  linctus.     3j  p.  r.  n. 

Beyond  evidence  of  bronchitis  no  alteration  in  physical 
signs. 
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October  1st. — Still  continues  the  same  ;  there  is  very  little 
dyspnoea  at  present.  The  breath-sounds  over  the  left  chest 
in  front  are  now  almost  as  good  as  on  the  right  side. 

The  subsequent  course  was  uneventful  till  October  18th, 
when  the  bronchitis  became  much  worse  and  the  dyspnoea 
more  marked.  The  pulse  and  temperature  remained  much 
as  they  had  previously  been,  but  the  embarrassment  to  the 
breathing  became  greater,  and  she  died  on  October  21st  of 
asphyxia. 

Post-mortem  abstract. — The  first  piece  of  the  aorta  was 
dilated  and  atheromatous.  There  is  a  large  aneurism  the 
size  of  a  cocoa-nut  on  the  transverse  arch  extending  back- 
wards and  upwards.  Immediately  beyond  the  origin  of  the 
subclavian  artery  there  is  a  second  aneurism,  the  size  of  a 
tennis  ball.  The  fourth  and  fifth  dorsal  vertebrae  are  eroded. 
There  is  a  third  aneurism,  fusiform  in  shape,  opposite  the 
twelfth  dorsal  and  first  lumbar  vertebrae.  The  heart  shows 
no  valvular  lesion. 

Case  5.  Aneurism  of  the  thoracic  aorta  causing  paraplegia. 
— James  S — ,  aet.  34,  admitted  under  Dr.  Tirard  December 
31st,  1896,  complaining  of  pain  in  the  chest  and  back,  and 
of  pain  round  the  waist. 

The  patient  is  a  grocer's  assistant,  is  married,  and  has 
three  children.  He  has  been  working  at  this  trade  since 
the  age  of  fourteen,  and  all  that  time  his  work  has  been  of 
a  very  heavy  character,  consisting  largely  in  carrying  heavy 
weights,  such  as  bacon,  sacks  of  flour,  &c.,  and  he  has 
always  taken  a  pride  in  his  strength,  carrying  double  weight, 
taking  two  sacks  on  his  back  instead  of  one,  and  his  hours 
have  been  very  long,  frequently  fourteen  to  fifteen  hours  a 
day.  His  family  history  is  good  ;  both  his  parents  are  alive 
and  in  good  health.  He  contracted  syphilis  fourteen  years 
ago,  but  has  never  had  any  other  illness  sufficiently  serious 
to  keep  him  in  bed.  He  says  he  has  always  been  moderate 
in  his  habits  as  to  food  and  drink. 

He  was  in  his  usual  health  until  two  and  a  half  years  ago, 
when  he  began  to  suffer  pain  after  his  food,  and  in  the  back 
between  the  shoulder-blades,  which  was  worse  at  night. 
He  was  never   sick,   but  noticed    some   slight    difficulty   in 
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swallowing.  He  was  treated  by  a  doctor,  and  experienced 
considerable  relief.  About  eighteen  months  ago  he  was 
pulling  down  the  shop  shutters  by  means  of  a  hook  caught 
into  a  ring  on  the  edge  of  the  shutter,  when  the  ring  gave 
way,  and  he  fell  on  his  back  on  the  pavement.  About  nine 
months  after  this  he  slipped  on  the  top  of  the  cellar  steps, 
falling  down  them  on  his  back,  and  after  this  he  felt  the 
pains  in  his  back  worse  than  ever.  Shortly  afterwards  he 
began  to  feel  giddy  with  his  eyes  shut  as  when  washing,  and 
could  not  move  quickly  nor  carry  the  weights  he  had  been 
used  to,  and  about  four  months  ago,  after  a  heavy  Saturday's 
work,  he  felt  a  sense  of  heaviness  and  numbness  in  his  legs, 
giving  him  the  sensation  of  walking  on  india  rubber.  This 
feeling  has  been  increasing,  and  at  present  he  can  only 
walk  a  very  short  distance,  and  gets  tired  even  if  sitting 
upright  in  a  chair,  and  cannot  keep  himself  erect  at  all 
when  he  kneels.  He  has  been  constipated  ever  since  he 
first  began  to  feel  the  pain,  but  has  had  no  trouble  with  his 
bladder  beyond  a  slight  difficulty  in  commencing  micturition. 

On  admission. — The  patient  is  a  well-nourished,  healthy- 
looking  man,  with  a  good  colour.  Tongue  moist,  slightly 
furred.  He  complains  of  pain  referred  to  the  mid-dorsal 
region,  and  here  there  is  also  tenderness  to  percussion,  and 
girdle-pain  about  midway  between  the  umbilicus  and  the 
ensiform  cartilage. 

The  movements  of  the  legs  are  normal  though  weak,  and 
the  patient  can  only  walk  with  difficulty,  tending  to  fall  as 
he  turns  round.  The  knee-jerks  are  increased  equally  on 
both  sides ;  the  cutaneous  reflexes  are  also  very  active. 
The  sensation  of  touch,  pain,  temperature,  and  the  mus- 
cular sense  are  all  normal.  The  eyes  react  to  light  and 
accommodation,  and  the  movements  are  normal ;  sensation 
and  movement  are  normal  in  the  arms.  The  aortic  second 
sound  is  accentuated,  but  the  sounds  are  otherwise  normal. 
Pulse  70,  full,  fair  tension,  artery  slightly  thickened.  There 
are  a  few  crepitations  at  the  base  of  the  left  lung,  but 
nothing  else  of  note.  Urine  acid,  1020,  no  albumen  or 
sugar.  The  edge  of  the  liver  can  be  felt,  hard  and  sharp, 
three  fingers'  breadth  below  the  costal  margin. 

The    patient    was    given    perchloride    of     mercury    and 


Medical  Cases  of  Interest.  181 

potassium  iodide,  and  for  some  little  time  appeared  to 
improve,  his  pain  became  less,  and  the  movement  of  his 
legs  stronger ;  but  this  improvement  was  only  temporary, 
and  by  the  middle  of  February  he  had  completely  lost  the 
power  of  moving  the  left  leg,  and  could  only  just  move  the 
right,  though  the  sensation  remained  normal  in  every 
respect,  and  the  heart  and  lung  sounds  as  before. 

On  March  1st  the  note  states — '^Patient  is  now  com- 
pletely paraplegic,  and  cannot  move  in  bed  without  assistance. 
The  pain  in  the  back  is  more  intense,  and  there  is  a  slight 
amount  of  dyspnoea.  There  is  crepitation  at  the  right  base, 
at  the  left  there  is  a  hand's-breadth  of  dulness  and  loss  of 
breath  and  voice  sounds.  Slight  loss  of  breath-sounds  at 
left  apex  in  front  with  unimpaired  resonance. ^^ 

5th. — Left  side  painted  with  iodine.  Slight  retention  of 
urine. 

The  pleuritic  effusion  increased  in  quantity,  and  on 
March  9th  the  patient  was  aspirated,  and  44  ounces  of 
blood-stained  fluid  removed  from  the  pleural  cavity. 

12th. — Loss  of  power  in  legs  remains  complete.  Knee- 
jerks  increased,  and  ankle-clonus  both  sides.  Tactile  sense 
in  legs  is  normal,  but  both  painful  and  thermic  sense  are 
deficient,  without  being  wholly  absent  up  to  the  level  of  the 
nipples.  The  heart-sounds  are  as  before,  but  there  is  epi- 
gastric pulsation  and  a  sense  of  resistance  on  deep  pressure 
in  the  epigastrium.  There  is  complete  absence  of  pulsation 
in  both  femorals,  the  legs  remaining  warm  and  with  their 
nutrition  unimpaired.  There  is  dulness  over  the  left  side 
at  the  back  from  apex  to  base,  extending  forwards  as  far  as 
the  mid-axillary  line,  with  loss  of  breath-sounds  and  of 
tactile  fremitus  below  the  level  of  the  fourth  dorsal  spine. 
There  is  a  pulsating  area  about  two  inches  square  opposite 
the  fourth  and  fifth  dorsal  spines,  between  them  and  the 
border  of  the  scapula,  and  a  faint  systolic  murmur  over  an 
area  of  the  size  of  the  end  of  a  stethoscope.  There  is 
a  little  bulging  of  the  left  side,  which  measures  half  an  incli 
more  than  the  right.  There  is  not  much  pain  on  pressure, 
but  the  sitting  position  appears  painful.  The  impaired 
sensation  extends  at  the  back  about  an  inch  higher  on  the 
left  side  than  on  the  right.     In  front,  above  the  level  of  the 
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second  rib,  there  is  a  hyper-resonant  percussion  note  with  loss 
of  breath-sounds.  The  temperature  remains  still  subnormal, 
as  it  has  been  throughout. 

After  this  the  condition  of  the  patient  remained  stationary 
for  some  weeks,  and  then  he  began  to  get  weaker,  and  the 
pain  and  weakness  to  get  more  intense.  The  temperature 
ranged  consistently  below  the  normal,  frequently  reaching 
as  low  as  96°.  The  legs  remained  completely  paralysed,  but 
they  frequently  would  be  involuntarily  drawn  up  in  bed, 
remaining  so  till  extended  by  assistance. 

April  20th. — Motion  as  before  ;  tactile  sense  deficient  below 
the  knees ;  thermic  and  painful  senses  as  before.  Skin 
reflexes  entirely  absent.  Physical  signs  in  chest  much  as 
before.  In  front  there  is  tubular  breathing  over  the 
sternum  as  far  down  as  the  fifth  rib.  There  is  still 
resonance  and  loss  of  breath-sounds  at  the  left  apex.  The 
expansile  pulsating  tumour  at  the  back  has  increased  in 
size. 

27th. — The  pain  is  now  so  constant  that  it  prevents 
sleep;  it  is  a  little  relieved  by  a  mustard  plaster.  Has  to 
have  a  hypodermic  injection  of  morphia  at  night.  There  is 
slight  dulness  at  the  right  apex  in  front,  and  the  breath- 
sounds  are  harsh.  There  is  some  cough,  which  is  accom- 
panied by  bright  red  haemoptysis.  The  dyspnoea  continues. 
Temp.  100°. 

May  2nd. — Dyspnoea  is  worse,  patient  has  to  sit  up  in 
bed.  Pain  is  constant  and  hardly  relieved  by  morphia. 
Temp.  100°— 101°. 

4th.— Died  11.45  p.m. 

Post-mortem  abstract. — See  report  of  Pathological  Depart- 
ment. 

Case  6.  Perforating  duodenal  ulcer;  peritonitis ;  death. 
— C.  W.  B — ,  aet.  43,  a  ticket  collector  at  a  theatre,  was 
admitted  into  the  Craven  Ward,  under  the  care  of  Dr. 
Curnow,  complaining  of  epigastric  pain  and  vomiting  of 
some  six  days'  duration. 

Personal  history. — The  man  had  resided  for  some  years  in 
India  ;  whilst  there  he  had  suffered  from  '^  fever ; ''  the  only 
other  illness  he  could  remember  was  an  attack  of  pneumonia. 
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History  of  the  present  illness. — Six  days  ago,  i.  e.  on  March 
4th_,  1897,  the  man  was  suddenly  seized  with  acute  pain  in 
the  epigastric  region  some  time  after  taking  food.  The 
pain  lessened  after  a  time  and  finally  ceased,  but  returned 
again  on  Friday  night,  March  5th.  On  Saturday  morning 
early  the  patient  had  a  motion,  and  then  the  pain  ceased.  In 
the  meantime  he  had  taken  a  couple  of  pills,  and  these  acted 
with  satisfactory  results  about  Saturday  midday.  The  pa- 
tient was  fairly  well  until  the  evening  of  Saturday,  when 
the  pain  returned,  but  with  greater  intensity;  in  fact,  so 
acute  was  it  that  it  quite  incapacitated  him, — ''  doubled  him 
up,'^  to  use  his  own  words.  This  latter  attack  was  associated 
with  vomiting  ;  the  vomited  matter  was  dark  in  colour  and 
considerable  in  amount.  The  pain  was  more  especially 
marked,  the  patient  says,  in  the  right  side  (over  the  hepatic 
area).  From  this  time  he  had  persistent  constipation,  and 
he  noticed  his  belly  was  fuller  than  usual,  and  he  ''  felt 
feverish/'  The  patient  could  give  no  clue  as  to  the  cause  of 
the  illness  ;  he  had  never  suffered  from  much  indigestion, — 
in  fact,  until  the  onset  of  the  illness  he  had  enjoyed  normal 
health,  save  for  a  slight  cough,  but  this  had  never  troubled 
him  to  any  extent.  The  patient  had  never  noticed  any 
peculiarity  about  his  stools. 

On  admission  (March  10th,  1897). — The  patient  looked 
very  ill.  The  face  was  flushed;  he  was  breathing  18  to  the 
minute;  skin  dry;  temp.  101*6°  F.  Tongue  slightly  furred, 
dry  ;  papillae  prominent.  Pulse  108,  jerky ;  artery  thickened 
and  tortuous. 

Abdomen, — Very  marked  distension,  especially  in  the 
epigastric  region  ;  liver  could  not  be  defined ;  veins  showed 
up  prominently,  especially  over  the  flanks  ;  the  veins  on  the 
left  side  were  more  engorged  than  the  others.  The  dis- 
tension of  the  stomach  was  obvious  on  inspection  ;  the . 
stomach  note  was  traced  to  the  upper  border  of  the  fifth 
rib.  There  was  no  marked  tenderness,  and  no  feeling  of 
resistance  could  be  appreciated  anywhere.  The  flanks  were 
dull  on  percussion.  An  examination  of  the  rectum  revealed 
nothing. 

Chest, — The  heart-sounds  were  normal.  The  examination 
of   the   lungs  showed  that  over  the  right  base  posteriorly 
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there  was  a  high-pitched  note  on  percussion,  not  unlike 
the  ''  cracked-pot "  sound  of  a  vomica.  Over  the  left  base 
there  was  deficient  resonance.  Auscultation  revealed  absence 
of  breath-sounds  over  both  bases.  Tactile  vocal  fremitus 
was  absent.  Above  these  areas  over  both  lungs,  extending 
on  the  left  side  to  the  angle  of  the  scapula  and  for  about 
half  an  inch  higher  on  the  right,  tubular  breathing  and 
bronchophony  were  obtained. 

On  admission  the  patient  was  given  a  simple  enema ;  the 
resulting  stool  was  small  in  amount,  fluid,  and  dark  in 
colour. 

11th. — Patient  has  passed  a  restless  night  ;  slept  very 
badly  ;  the  temperature  rose  to  102*8°  in  the  night ;  this 
morning  it  is  102*2°.  Pulse  is  100,  small,  wiry.  Resp.  16. 
He  has  passed  17  ounces  of  urine,  high-coloured,  sp.  gr. 
1028  ;  small  amount  of  albumen  ;  deposit  of  urates  ;  no 
bile ;   a  few  hyaline  casts. 

Last  night  the  patient  had  a  hypodermic  injection  of 
morphia  (iRiij).  During  the  night  he  was  quite  delirious. 
This  morning  he  says  he  feels  better  and  is  free  from  pain. 
He  is  taking — 

p,     Tincturae  Belladonnse,  v\xy; 
Magnesii  Sulphatis,  5ij ; 
Aq.  Menthse  Pip.  ad  ^j. 

Every  four  hours. 

Abdominal  distension  still  marked.  During  the  day  the 
patient's  condition  became  steadily  worse  ;  the  restlessness 
increased  and  the  patient's  mind  wandered  at  times.  The 
pulse  increased  in  rate,  becoming  characteristically  'f  running ; '' 
the  respirations  were  24 ;  the  bowels  acted  fourteen  times, 
but  the  resulting  stools  were  slight  in  amount,  and  did  not 
differ  from  the  one  described  above  ;  patient  passed  urine  in 
the  bed.  Finally  carphology  became  active,  and  the  patient 
rapidly  sank^  after  being  in  hospital  a  little  more  than  forty- 
eight  hours. 

Post-mortem  abstract. — See  report  of  Pathological  Depart- 
ment. 

Case  7.  Cancer  of  liver  and  pancreas  ;  cZea^/i.— Louisa 
P^ — ,  2Qi.  56,  was  admitted  to  Twining  Ward,  under  the  care 
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of  Dr.  Duffin,  on  March  lltli,  1897,  complaining  of  pain  in 
the  abdomen  and  general  weakness. 

History  of  present  attach. — For  the  last  six  years  the 
patient  has  suffered  from  indigestion,  flatulence,  and  occa- 
sional vomiting.  During  this  time  she  has  experienced  a 
dragging  feeling  in  the  region  of  the  liver.  The  patient 
was  able  to  continue  her  employment — a  shop  attendant — 
until  about  twelve  months  ago,  but  since  then  she  has  been 
getting  worse.  Three  months  since  she  consulted  a  medical 
man,  who  told  her  that  she  had  a  tumour  on  the  liver.  The 
patient  has  lost  flesh  rapidly  of  late. 

Family  history. — Mother  died  of  cancer  of  the  uterus. 
History  of  phthisis  on  maternal  side. 

Present  history. — Married  ;  has  had  nine  children,  one 
miscarriage.  Had  variola  thirty  years  ago.  Nine  years  ago 
she  injured  the  lower  part  of  her  back  by  falling  downstairs, 
and  she  dates  her  present  illness  from  this  time.  Twenty- 
eight  years  ago  she  suffered  from  ^^  dropsy ''  after  a  confine- 
ment. Has  always  been  temperate.  Five  years  ago  she 
suffered  from  jaundice  ;  she  had  another  attack  three  mqnths 
ago  (January,  1897).      Her  normal  weight  was  about  8  st. 

Present  condition. — The  patient  has  a  very  emaciated 
appearance,  her  weight  being  5  st.  4^  lbs.  Her  complexion 
has  an  earthy  appearance  ;  there  is  no  jaundice,  however. 
The  tongue  is  slightly  furred  ;  no  appetite  ;  sickness  after 
taking  food  ;  flatulence,  constipation.  Pulse  is  small,  easily 
compressible,  84.  Heart-sounds  normal.  Lung-sounds 
normal. 

Abdomen. — The  skin  is  lax  and  wrinkled ;  there  is  no 
ascites. 

Liver. — The  dulness  begins  in  the  sixth  space,  and  ex- 
tends three  inches  below  the  costal  margin.  The  edge  is 
rounded,  the  consistence  is  quite  hard,  and  the  surface  is 
distinctly  nodular.  At  the  uuibilicus  and  just  to  the  right 
of  the  middle  line  there  is  a  hard,  oval,  freely  moveable 
mass  about  the  size  of  a  pigeon's  egg.  An  examination 
of  this  region  is  followed  by  a  considerable  amount  of  aching 
pain. 

8'pleen. — Not  felt. 

Urine. — Sp.gr.  1012,  acid,  no  albumen,  no  sugar,  no  bile. 
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Ordered — 

y^    Ferri  Citratis,  gr.  v ; 

Mist.  EfEervesc.  ad  ^j.     T.  d.  s.  p.  c. 

p.    Conf.  Senna,  588.    H.  s.  s. 

April  3rd,  1897.— Patient  is  less  sick  after  her  food.  The 
liver  is  distinctly  increased  in  size. 

13th. — There  is  some  diarrhoea ;  stools  are  offensive.  She 
has  vomited  more  of  late ;  the  vomit  is  brown  in  colour,  and 
consists  of  undigested  food.  The  patient  is  much  weaker. 
The  liver  enlargement  is  much  greater.  The  diagnosis  at 
this  time  lay  between — (a)  cirrhosis,  (6)  malignant  disease  of 
the  liver,  (c)  gummata. 

May  8th. — The  patient  is  very  much  prostrated.  She 
vomited  twice  to-day,  the  vomit  containing  blood.  Her 
weight  has  fallen  to  5  stone. 

19th. — The  vomiting  became  more  frequent,  the  patient 
getting  rapidly  weaker,  and  finally  she  died  on  May  19th 
from  exhaustion. 

Post-mortem  abstract. — See  report  of  Pathological  Depart- 
ment. 

Case  8.  Diphtheria;  two  attachs  in  five  months;  recovery. 
— Kate  K — ,  aet.  18,  admitted  in  the  first  instance  April 
24th,  1897,  under  the  care  of  Dr.  Duffin.  She  is  employed 
as  a  domestic  servant  at  the  Royal  Free  Hospital.  When 
she  was  admitted  she  had  been  complaining  of  sore  throat 
for  about  four  days.  There  was  a  large  patch  of  membrane 
on  the  right  tonsil  and  a  smaller  one  on  the  left.  A  bac- 
teriological examination  established  the  diagnosis  of  diph- 
theria. The  chest  was  normal.  Temp.  100"6.  Urine  1014, 
acid,  no  albumen. 

fb     Liquor  Ferri  Perclilor.,  tn.xxx; 
Glycerini,  3j  j 
Aq.  ad  *j. 

Qudque  sextd  hord. 

The  throat  was  ordered  to  be  sprayed  every  two  hours 
with  a  solution  of  perchloride  of  mercury  (1  in  1000). 
Later  on  in  the  evening  10  c.c.  of  antitoxin,  obtained  from 
the  British  Institute  of  Preventive  Medicine,  was  injected 
under  the  skin. 
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April  25tb.— Temp.  101*4°.  The  patches  show  no  diminu- 
tion in  size,  and  there  is  a  fresh  deposit  of  membrane  on  the 
post-pbaryngeal  wall.  The  membrane,  however,  is  quite 
easily  detachable.  Resp.  26;  pulse  106,  fairly  strong. 
11  p.m.,  10  c.c.  of  antitoxin  injected. 

26th. — Membrane  is  quite  loose.  Temp.  100'8°  ;  resp. 
24  ;  pulse  104.  9  p.m.,  membrane  rapidly  disappearing.  The 
patient  is  perspiring  freely.  Temp.  99*8°  ;  resp.  26  ;  pulse  80. 

27th. — Throat  is  quite  free  from  membrane.  Temp. 
99-6°  ;  resp.  24  ;  pulse  96. 

28th. — Temp.  98"6^  ;  resp.  24  ;  pulse  88.  Urine  1030, 
acid,  trace  of  albumen  present. 

May  1st. — The  pulse  is  80,  and  there  is  some  delay  about 
every  third  or  fourth  beat.      Some  loss  of  sensation  in  palate. 

3rd.— The  palate  reacts  to  stimulation.  Pulse  still 
irregular  and  unequal.  A  macular  and  papular  antitoxin 
rash  over  the  body.  The  patient  complains  of  articular 
pains.      Knee-jerks  normal.      Temperature  normal. 

^     Liquor  Stryclininse,  miij ; 

Aq.  Menth.  Pip.  ad  5j.     T.  d.  s. 

|b     Garg.  Potass.  Chloratis. 

11th. — 6  p.m.  :  temperature  has  risen  to  100*4°.  Resp. 
24.  Pulse  94.  Patient  complains  of  some  soreness  about 
the  throat,  but  there  is  nothing  to  be  made  out. 

12th. — Follicular  tonsillitis  has  developed. 

15th. — Patient's  throat  is  quite  well  but  for  some  enlarge- 
ment of  the  right  tonsil. 

27th. — A  culture  from  the  throat  fails  to  show  any  Klebs- 
Loeffler  bacilli. 

June  1st. — Gone  to  a  convalescent  home  in  the  Isle  of 
Thanet. 

September  25th. — The  patient  was  readmitted.  The 
patient  had  remained  quite  well  until  six  days  ago  (Sep- 
tember 19th),  when  she  noticed  that  she  had  a  sore  throat  ; 
however,  as  it  seemed  only  a  slight  attack  she  went  on  with 
her  work  during  the  week,  but  on  the  Saturday  following  it 
became  so  much  worse  that  she  came  to  the  hospital.  As 
far  as  she  is  aware  she  has  not  been  in  the  neighbourhood 
of  any  cases  of  diphtheria. 
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On  admission  there  was  a  deposit  on  both  tonsils,  which 
a  cultivation  proved  to  be  diphtheria.  Temperature  was 
99°.  20  c.c.  of  antitoxin  were  injected,  and  a  sublimate 
gargle  (1 — 2000)  employed. 

29th. — Throat  is  quite  clear.  Temperature  is  normal. 
Knee-jerks  normal.  There  is  a  patchy  erythematous  rash 
over  the  face,  arms,  and  chest. 

October  3rd. — The  antitoxin  rash  is  still  present  j  it  is 
now  "  scarlatiniform.^'  The  patient  complains  of  pains  in 
her  joints. 

6th. — Eash  fading.  Pulse  is  irregular.  Urine,  sp.  gr. 
1024,  acid,  no  albumen  ;  phosphatic  deposit. 

14th. — Patient  complains  of  feeling  faint  when  sitting  up. 
Pulse  78,  unequal. 

Pj     Spts.  .^theris,  mv; 
Liq.  Strychninse,  miij; 
Aq.  Chlorof.  ad  Sj.     T.  d.  s. 

Patient  ordered  4  ounces  of  port  wine  a  day.  The 
patient  remained  in  the  hospital  till  November  22nd,  and 
was  discharged  cured. 

Case  9.  Tubercular  pleurisy ,  peritonitis,  and  phthisis ; 
great  improvement. — Albert  E — ,  ast.  87,  was  transferred 
from  the  surgical  wards  to  Craven  Ward,  under  the  care 
of  Dr.  Curnow,  on  May  11th,  1897. 

Family  history, — Unimportant. 

Personal  history. — Is  a  glass  surgical  instrument  maker  ; 
occasionally  has  a  good  deal  of  glass-blowing  work.  Has 
taken  considerable  quantities  of  beer,  but  does  not  drink 
spirits.  The  man^s  work  is  carried  on  in  an  atmosphere 
permeated  with  glass  dust.  Patient  has  never  suffered  from 
any  serious  illness  heretofore,  and  has  never  been  injured. 

History  of  _2:>rese;/i  attack. — Since  September,  1896,  the 
patient  has  never  enjoyed  good  health.  Has  suffered  from 
pain  in  the  knees  after  working  his  treadle  machine.  He 
has  had  a  bad  cold  and  cough,  which  has  continued  without 
any  intermission  through  the  winter  months.  About  thirteen 
weeks  ago  the  patient,  feeling  "  out  of  sorts,^^  took  some 
hot  rum  ;  this  was  immediately  followed  by  an  attack  of 
vomiting,  and   he  brought  up   a    quantity  of  black  blood- 
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clots.  The  vomiting  continued  at  intervals  for  three  days, 
and  latterly  lie  noticed  blood  mixed  with  his  expectoration. 
Before  the  vomiting  ceased  altogether  the  patient  says  the 
blood  became  much  lighter  in  colour.  There  was  a  good 
deal  of  epistaxis  during  this  time.  The  patient  became  so 
weak  that  he  had  to  cease  work.  His  sputum  has  continued 
up  to  the  present  time  to  be  blood-stained.  The  patient  re- 
mained in  this  condition  until  five  days  ago  (May  3rd), 
when  he  experienced  a  severe  pain  in  the  right  side  which 
prevented  him  from  lying  down.  The  slightest  movement, 
cough,  or  deep  breath  causes  him  great  pain.  Ever  since 
the  first  attack,  three  weeks  ago,  the  epistaxis  has  continued 
on  and  off ;  some  days  the  patient  says  he  has  saturated 
two  handkerchiefs  with  blood,  which  came  from  his  left  nostril 
chiefly. 

Patient  was  admitted  into  Victoria  Ward  May  8th,  the 
history  of  vomiting  of  blood,  and  the  great  pain  and  tender- 
ness in  the  hypochondrium  and  epigastrium,  having  raised 
suspicions  of  some  acute  gastric  or  intestinal  disorder. 

Present  condition. — Patient  is  a  pale,  thin  man ;  mucous 
membranes  anaemic.  He  has  a  rash  over  both  arms,  chest, 
and  back,  which  appeared  after  the  administration  of  an 
enema  in  the  surgical  wards.  Pulse  88,  volume  and  tension 
good ;  arteries  thickened.  Heart's  apex  normal  situation  ; 
sounds  normal.  Expansion  of  left  side  of  chest  diminished. 
Loss  of  local  fremitus  on  left  side.  In  the  left  axilla  there 
is  dulness  and  loss  of  breath-sounds  ;  the  base  of  the  left 
lung  is  quite  dull,  and  there  is  absence  of  breath-sounds. 

The  upper  level  of  the  liver  dulness  is  normal  ;  sounds 
which  might  be  frictions  are  heard  immediately  above  it. 
There  is  great  tenderness  in  the  right  hypochondrium,  with 
increased  resistance  for  two  or  three  fingers'  breadth  below 
the  costal  margin.  Tongue  is  furred  on  the  dorsum,  edges 
red  ;  patient  says  he  has  a  very  great  appetite ;  flatulence ; 
constipation. 

Urine. — Dark,  sp.  gr.  1025,  no  albumen,  large  quantity 
of  urates.  Temp.  98  6°;  respirations  24.  Expectoration 
purulent. 

May  13th. — Constipation  is  very  great.  Temp.  100*4°; 
pulse  100  ;   respirations  36.      At  the  angle  of  the  left  scapula 
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crepitations  and  pectoriloquy.  Left  chest  explored  with  a 
needle  ;  a  turbid  fluid  was  obtained,  which  under  the  micro- 
scope showed  blood  and  pus  cells.  Sputum  shows  numerous 
tubercle  bacilli.  The  patient  permits  an  examination  of  his 
abdomen  more  readily.  No  pain  or  tenderness  in  the  right 
iliac  fossa.  After  01.  Ricini,  followed  by  a  simple  enema, 
the  bowels  have  acted ;  the  stool  was  formed ;  no  blood. 
Diet,  light  No.  2. 

p,     Mist.  Flavffi,  ^.     T.  d.  s. 

18th. — The  temperature  on  the  whole  has  shown  a  steady 
tendency  to  rise,  the  maximum  having  been  101'4°.  There 
has  not  been  a  difference  of  more  than  a  fraction  of  a 
degree  between  the  morning  and  evening  temperature,  ex- 
cept on  one  occasion,  for  the  last  five  days.  All  over  the 
chest  crepitations  may  be  heard  on  deep  inspiration ;  the 
axilla  at  the  level  of  the  nipple  is  dull ;  over  this  area 
metallic  crepitations  ;  bronchophony  and  pectoriloquy  are 
heard.  Behind  in  the  mid-dorsal  region  there  is  dulness, 
with  tubular  breathing  and  bronchophony.  There  has  been 
a  little  bright  blood  in  the  stool. 

P>     Pulv.  Digitalis,  gr.  ^ ; 

Ext.  Opii, 

Ext.  Belladonnse,  aa  gr.  ^. 
Ft.  pil.     Quaque  quarta  hora  sumenda. 

24th. — Left  lung  dulness  begins  at  the  third  space  in  front, 
and  extends  over  the  front  of  the  lung,  the  axilla,  and  the 
back.  At  the  upper  limit  of  the  dulness  in  front  there  is  a 
subtympanitic  percussion  note,  and  at  this  spot  there  is 
tubular  breathing  and  increased  vocal  resonance.  Over  the 
dull  area  vocal  fremitus  is  absent.  Vocal  resonance  present 
but  much  diminished ;  breath-sounds  distant  and  faint. 
Behind,  at  the  apex  of  the  left  lung,  there  are  the  signs  of 
consolidation  and  of  breaking  down  ;  at  the  extreme  base 
there  are  the  signs  of  effusion,  and  between  these  two  areas 
there  is  a  zone  where  aegophony  is  obtained.  There  are  a 
few  crepitations  on  deep  inspiration  at  the  base  of  the  right 
lung.  The  chest  was  explored  with  negative  result.  Tlie 
temperature  ranges  now  between  99°  or  99*2°  morning  and 
100°  evening. 
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June  1st. — The  temperature  has  now  conformed  to  an 
almost  constant  rise  of  100°  F.  in  the  evening,  with  a  morn- 
ing fall  to  99°.  The  tubercle  bacilli  in  the  sputum  have 
greatly  diminished  in  amount.  Patient^s  weight  is  8  st. 
11  lbs.  Chest  again  explored  with  a  negative  result.  The 
liver  is  still  either  enlarged  or  depressed.  No  albumen  in 
urine. 

Physical  signs. — Sounds  normal  over  the  right  lung, 
except  that  the  breathing  is  harsh  at  the  back.  Left  lung 
in  front,  dulness  extends  from  the  second  space  downwards  ; 
above  this  is  an  area  of  hyper-resonance.  Crepitations  at 
the  end  of  inspiration  are  heard  over  the  dull  area.  In 
the  third  space  the  dulness  is  only  partial ;  here  there  is 
tubular  breathing  and  bronchophony.  Behind  there  is  a 
dull  note  from  the  angle  of  the  scapula  downwards.  At 
the  angle  of  the  scapula  there  is  a  patch  of  cavernous 
breathing  ;  over  the  lower  part  of  the  lung  the  breathing  is 
tubular. 

Jb     01.  Creasoti,  raiij,  increased  on  5tli  June  to  n\.vj ; 
Scott's  emulsion,  5ij.     T.  d.  s.  post  cibos. 

10th. — The  dulness  is  less  marked ;  there  is  a  pleuro- 
pericardial  friction  in  the  fourth  space  ;  tubular  breathing 
is  fainter. 

24th. — The  01.  Creasoti  has  been  gradually  increased  to 
^^xY  three  times  a  day.  Weight  is  now  8  st.  12^  lbs.  The 
evening  temperature  is  now  only  99°.  The  lung  is  only 
dull  at  the  base.  There  are  no  crepitations  to  be  heard  at 
the  apex.  At  the  base  there  are  some  crepitations,  and  just 
above  this  tubular  breathing  and  bronchophony. 

July  24th. — Patient  has  greatly  improved.  The  tempe- 
rature is  much  more  steady  ;  the  evening  rise  lias  been  to 
about  100°  since  the  previous  note.  Weight  is  now  9  st. 
6  lbs.  There  are  no  tubercle  bacilli  in  the  sputum.  The 
subcostal  dulness  has  disappeared.  The  condition  of  the 
lungs  is  as  follows  : — In  front  there  is  a  band  of  dulness  in 
the  axilla  one  inch  above  the  eighth  rib,  and  over  this  area 
very  fine  frictions  can  be  heard.  Behind  at  the  apex  there 
is  bronchophony;  the  breath-sounds  are  fair,  but  not  quite 
equal  to  those  on  the  right  side.  The  resonance  over  the 
upper    part    is    good.      The    vocal    resonance   is  increased. 
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At  the  extreme  base  there  is  dulness,  and  over  the  dull 
area  frictions  and  crepitations  are  heard.  The  man  is  now 
taking — 

^     01.  Creasoti,  mxl ; 

Scott's  emulsion  ad  5vj.     T.  d.  s.  p.  c. 

30th. — Went  to  the  Convalescent  Home  at  Hemel  Hemp- 
stead for  three  weeks. 

September  18th. — Man's  weight  is  now  10  st.  3  lbs.  He 
has  been  taken  off  the  sick  fund. 

Case  10.  Acute  pneumonic  phthisis  ;  death. — Sarah  W — , 
set.  16,  admitted  to  Twining  Ward  June  11th,  1897,  under 
the  care  of  Dr.  Curnow. 

The  girl  had  been  in  her  usual  health  until  six  days  prior 
to  admission,  when  she  shivered,  and  noticed  a  pain  in  her 
right  side  on  breathing  and  coughing. 

On  admission  the  face  was  pale  ;  tongue  furred ;  bowels 
irregular.  Temp.  101*2°;  resp.  40;  pulse  160.  Consider- 
able cough  ;  very  little  expectoration. 

On  examination  of  the  chest  the  extraordinary  muscles  of 
respiration  are  seen  to  be  in  constant  use.  On  percussion 
there  is  absolute  dulness  extending  from  the  clavicle  to  the 
fifth  rib  in  front  on  the  right  side.  Over  this  area  vocal 
fremitus  is  present ;  vocal  resonance  greatly  exaggerated  ; 
well-marked  tubular  breathing  ;  redux  crepitations  were 
heard  over  the  first  space,  and  the  finer  crepitations  of 
early  hepatisation  over  the  lower  part  of  the  dull  area. 
Over  the  left  lung  in  front  were  heard  rhonchi  and  sibili 
accompanied  by  harsh  breathing.  Posteriorly  at  the  right 
apex  there  was  dulness  with  tubular  breathing  and  crepi- 
tations;  at  the  base  there  was  dulness,  absence  of  vesi- 
cular breathing,  and  some  scattered  frictions.  Over  both 
lungs  behind  rhonchi  and  sibili  were  universal.  There  was 
no  alteration  in  the  percussion  note  on  the  left  side  either 
anteriorly  or  posteriorly. 

Heart. — Second  sound  distant  and  faint  at  the  base. 

Urine. — No  albumen  ;  chlorides  present. 

The  patient  was  ordered  the  following  draught  every 
four  hours  : 
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P)     Ammonii  Carbonatis,  gr.  iij  ; 

Liq.  Strychnin £6,  mij  ; 

Mist,  ^theris  Sulph.  c  Ammonia  ad  ^]. 
Misce.     Fiat  haustus. 

Brandy,  |j  every  two  hours. 

June  16tli. — The  condition  has  not  materially  changed  in 
the  interval  ;  the  respirations  have  varied  between  38  and 
52,  the  pulse  rate  from  136  to  160,  whilst  the  temperature 
has  fluctuated  between  103*8°  and  98'6°  ;  the  evening  tem- 
perature has  been  fairly  constantly  maintained  at  103°,  but 
the  morning  remission  has  shown  no  uniformity.  The 
patient  has  sweated  profusely,  but  with  no  effect  upon  the 
temperature.  The  patient  is  delirious  during  the  night 
occasionally.  The  physical  signs  noted  on  this  day  were  as 
follows  : — Right  lung  in  front,  dulness,  tubular  breathing, 
crepitations,  sibili.  Left  lung,  scattered  rhonchi  and  sibili. 
Right  lung  behind,  dulness  considerably  less,  crepitations 
on  inspiration,  at  the  extreme  base  there  was  impaired 
resonance,  and  just  above  this  area  frictions  were  obtained. 
Left  lung :  rhonchi  and  sibili  ;  crepitations  on  inspiration 
about  the  angle  of  the  scapula.  The  brandy  was  increased 
to  ^viij  in  the  twenty-four  hours.  The  following  linctus 
was  ordered  in  addition  to  the  previous  mixture  : 

P>     Liquoris  Morphinae  Acetatis,  v\y; 

Succi  Limonis,  58s ; 

Glycerini  ad  5j. 
Misce.     Pro  re  nata  suraendam. 

19th. — The  coughing  is  excessive,  and  quite  exhausts  the 
patient ;  sputum  is  scanty,  very  tenacious,  and  contains 
tubercle  bacilli.  The  patient  complains  of  pain  in  the  left 
side,  evidently  pleuritic  in  nature.  There  is  commencing 
excavation  at  the  apex  of  the  right  lung,  and  extension  of 
the  pneumonic  process  over  the  left  lung.  Over  the  right 
lung  in  front  there  is  dulness  ;  the  breathing  is  almost 
cavernous  at  the  extreme  apex  ;  below  this  it  is  tubular,  and 
yet  lower  frictions  are  heard.  Crepitations  and  bronchitic 
sounds  are  heard  over  the  whole  area.  At  the  base  of  the 
right  lung  posteriorly  there  is  dulness  with  tubular  breath- 
ing ;  over  the  remainder  of  the  lung  the  resonance  is 
impaired,  and    there    are    bronchitic    sounds.       There    are 
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frictions  heard  over  the  left  lung  in  front  and  behind  ;  there  is 
pneumonia  at  the  apex,  extending  to  the  angle  of  the  scapula. 

25th. — The  patient  says  she  feels  better.  The  tempe- 
rature is  now  approximating  more  closely  to  the  hectic  type, 
and  is  similar  to  that  met  with  in  cases  of  general  tubercu- 
losis in  children.  The  respirations  have  never  been  below 
54  at  the  times  they  were  charted.  Physical  signs  :  right 
lung  in  front,  absolute  dulness,  signs  of  several  cavity  for- 
mations. Left  lung  in  front  gives  the  signs  of  pneumonia. 
The  condition  of  the  lungs  posteriorly  was  the  same  as 
mentioned  in  the  previous  note. 

July  7th. — The  temperature  in  the  interval  has  ranged 
pretty  constantly  between  102°  in  the  evening  and  100°  in 
the  morning.      Pulse  rate  and  respiration  as  before. 

5b     Spiritus  iEtlier.  Nitrosi,  5ss ; 
Syrupi  Scillae,  mxv ; 
Amnion.  Carb.,  gr.  iij  j 
Mist.  ^ther.  Sulph.  c  Ammon.  ad  5j. 

QuartsL  quaque  hora. 

13th. — The  patient  has  well-marked  hectic  flush ;  she  gets 
delirious  at  night-time.  The  temperature  is  taking  larger 
excursions,  the  evening  maximum  being  103'6°.  The  physical 
signs  are  those  of  cavities  over  both  lungs. 

p,     Creasoti,  miij; 

Scott's  emulsion,  5ij. 

Ter  die  sum^ndas. 

This  proving  irritating  to  the  stomach,  the  creasote  was 
ordered  to  be  taken  in  capsules,  and  strychnine  in  the  form 
of  the  liquor  was  injected  hypodermically.  The  patient 
some  days  back  developed  bedsores  over  the  sacral  region. 
Oxygen  was  employed  for  the  dyspnoea,  but  with  little  or  no 
result. 

August  7th. — Left  thigh  is  swollen.  The  patient  is 
rapidly  sinking.      Night  sweating  is  very  marked. 

The  patient  finally  succumbed  on  August  15th.  No  post- 
mortem was  allowed. 

Note. — This  case  on  admission  was  considered  to  be  one  of 
lobar  pneumonia  involving  the  apex  of  the  right  lung,  and 
the  physical  signs  in  the  left  chest  pointed  to  a  simple 
bronchitis.      Before   the   finding  of  tubercle   bacilli   in   the 
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sputum  on  June  19th,  however,  the  diagnosis  of  phthisis  had 
replaced  that  of  pneumonia. 

Case  11.  Functional  ataxiain  a  hoy  aged  thirteen. — George 
H.  W —  was  admitted  under  Dr.  Terrier  March  27th,  1897. 
There  is  no  evidence  of  any  neurotic  taint  in  the  family, 
and  with  the  exception  of  measles  the  boy  has  had  no  illness 
before  this  one. 

He  complains  of  giddiness  and  inability  to  walk.  Twelve 
months  ago  he  suffered  from  headaches,  at  first  at  intervals, 
later  the  pain  was  almost  continuous  ;  it  was  referred  chiefly 
to  the  occipital  region.  After  this  had  lasted  two  or  three 
months  he  began  to  have  noises  in  the  ears  and  became  deaf, 
for  which  he  was  treated  successfully  at  the  Grantham  Hos- 
pital. He  says  he  has  been  sick  three  times  after  breakfast, 
but  cannot  remember  how  long  ago. 

The  boy  is  healthy-looking,  even  fat,  but  has  a  distressed, 
rather  mournful  air ;  good  colour  of  skin  and  mucous  mem- 
branes. 

On  attempting  to  walk  he  is  apparently  unable  to  do  so, 
his  legs  give  way  under  him,  and  he  comes  to  the  ground, 
although  always  managing  to  fall  gently,  preferably  letting 
himself  down  by  means  of  a  hand  on  the  bed.  If  supported 
he  stands  on  his  toes,  and  expresses  himself  unable  to  get 
his  heels  to  the  ground.  If  left  standing,  especially  with 
his  eyes  shut,  he  sways  and  tends  to  fall  backwards  and  to 
the  right,  generally,  however,  collapsing  in  a  sitting  posture 
as  above.  Made  to  stand  and  put  his  forehead  on  the  bed, 
he  is  unable  to  straighten  his  body  again.  Even  when  sitting 
on  the  bed  he  tends  to  fall  backwards  and  to  the  right. 

He  complains  of  headache  and  pain  on  percussion  on  any 
part  of  the  head,  also  of  tenderness  over  the  spine  as  far 
as  the  ninth  dorsal  vertebra.  There  is  slight  scoliosis.  In 
the  legs  there  is  hyperaesthesia  as  far  upwards  as  the  knees. 
Dorsal  flexion  good,  knee-jerks  present.  Muscles  react 
normally  to  faradic  stimulation.  Nutrition  good.  The 
arms  are  normal  in  all  respects. 

Eyes. — Vision  of  left  eye  not  as  good  as  right.  Ocular 
movements  nornal,  pupils  react  to  light  and  accommodation. 
No  optic  neuritis. 
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Heart  and  lungs  normal. 

Tongue  clean  and  moist,  appetite  bad,  no  sickness  at  pre- 
sent ;   bowels  regular. 

Subsequent  history. — For  some  time  little  or  no  improve- 
ment was  noticed,  and  he  still  complained  of  headaclie  and 
tenderness  over  scalp  and  spine,  and  retained  his  ataxia,  his 
favourite  means  of  progression  being  in  a  semi-sitting 
posture  on  the  floor,  using  his  hands  chiefly  and  dragging 
his  legs  after  him.  He  eat  and  slept  well,  and  apart  from 
the  condition  described  seemed  a  healthy  boy  in  mind  and 
body.  This  state  continued  almost  unaltered  till  the  begin- 
ning of  May,  when  under  the  influence  of  the  spinal  douche 
he  began  to  improve,  and  on  May  lObh  he  walked  by  him- 
self. He  was  marched  rapidly  up  and  down  the  ward,  and 
not  given  the  opportunity  to  collapse  on  to  the  floor.  After 
this  he  rapidly  recovered,  and  on  May  20th  he  was  discharged 
cured. 

Case  12.  Functional  ataxia  ivith  other  hysterical  phenomena. 
— Fred.  L — ,  aet.  46,  a  cabinet-maker,  admitted  under  Dr. 
Ferrier,  April  5th,  1897,  complaining  of  a  great  multiplicity 
of  subjective  symptoms,  particularly  of  unsteadiness  in 
walking.      Had  syphilis  twenty-seven  years  ago. 

The  history  of  this  patient  is  that  of  a  series  of  com- 
plaints for  which  he  was  in  many  different  hospitals,  and 
his  symptoms  on  admission  seemed  largely  born  of  his 
previous  experience.  In  1886  he  was  in  Middlesex  Hos- 
pital under  Mr.  Hulke  with  persistent  priapism,  and  was 
discharged  partly  cured,  and  from  that  time  he  dates  his 
illness.  In  the  summer  of  1894  he  had  three  fits,  the 
exact  nature  being  uncertain,  but  from  the  duration  were 
probably  hysterical ;  the  first  lasted  five  minutes,  the  second 
half  an  hour,  the  third  six  hours.  After  each  one  he  had 
increasing  weakness  in  the  legs  and  pain,  mostly  in  the 
feet,  and  also  diplopia  lasting  six  weeks.  He  could  only 
walk  with  the  aid  of  two  sticks.  At  the  same  time  he 
suffered  severe  pain  in  the  head  and  back.  He  then  went 
into  the  St.  Pancras  Infirmary,  remaining  in  there  twelve 
months,  getting  gradually  worse.  He  was  unable  to  walk, 
and  had  to  get  about  on  crutches,   and  he  had  spasmodic 
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twitchings  in  the  legs.  In  July,  1895,  he  passed  on  to  the 
National  Hospital  in  Queen  Square,  where  some  of  his 
symptoms  on  admission  were  weakness  of  legs  and  left  arm 
(crutch  palsy),  tremor  of  lips,  general  tremor  on  movement, 
shooting  pain  and  numbness  in  feet  and  loss  of  sensation 
over  feet  and  left  arm,  difficulty  in  micturition,  and  lateral 
nystagmus,  no  organic  disease,  however,  being  discovered. 

On  admission. — He  has  a  curious  admixture  of  symptoms, 
most  of  which  are  ill-defined,  the  whole  being  characteristic 
of  no  one  disease,  but  suggesting  an  imperfect  acquaint- 
ance with  many  and  an  effort  to  reproduce  them.  Symptoms 
suggested  by  Dr.  Ferrier  on  purpose  would  be  reproduced 
at  the  next  visit. 

He  is  a  nervous-looking,  rather  anaemic  individual.  On 
attempting  to  walk  the  legs  move  tremulously  and  his  knees 
give  way  under  him,  though  he  does  not  actually  fall ;  if 
given  a  little  assistance,  however,  he  walks  with  a  spastic 
gait,  though  there  is  no  knee-jerk  obtainable.  The  legs 
tremble  if  held  out  straight.  He  volunteers  the  information 
that  he  feels  as  though  walking  on  something  soft.  Dorsal 
flexion  good.  There  is  hypersesthesia  of  the  feet  and  legs 
halfway  up  to  knees,  but  all  other  sensations  are  normal. 
There  is  no  loss  of  voluntary  power  in  the  arms,  but  he 
appears  unable  to  perform  given  movements  with  the  fingers, 
and  cannot  properly  touch  his  nose  with  a  finger  with  the 
eyes  shut.  Sensation  unimpaired.  In  the  face  there  is 
some  weakness  in  the  muscles  of  expression,  and  on  show- 
ing his  teeth  the  associated  muscles  contract  tremulously. 
Tongue  tremulous,  speech  slow  and  rather  "  staccato.'^ 
There  is  lateral  nystagmus  with  quick  movement  to  the  left, 
but  it  is  variable,  being  present  sometimes,  absent  at  others  ; 
if  his  attention  is  distracted,  as  by  examining  the  throat, 
whilst  the  mouth  is  open  the  nystagmus  ceases.  Pain  is 
complained  of,  and  tenderness  can  be  elicited  in  a  host  of 
different  places,  over  the  vertex  of  skull,  over  the  third 
cervical  spine,  below  the  left  clavicle,  over  rectus  muscle  in 
left  thigh,  over  extensor  tendons  of  right  thumb.  He  also 
claims  to  have  girdle  pain  and  lightning  pains  in  the  legs. 
Pupils  react  normally  ;  no  neural  or  retinal  changes.  There 
seems  to  be  difficulty  in  commencing  the  act  of  micturition. 

VOL.    IV.  14 
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Heart-sounds  normal ;  lung-sounds  normal.  Pulse  72,  full 
and  soft.     Breath  foul. 

Urine  1008,  pale,  no  albumen.      Temp.  97°. 

May  1st. — Condition  unimproved.  He  still  complains  of 
subjective  sensations  of  pain  and  tenderness  in  various 
places.  The  ataxia  continues  ;  he  walks  unsteadily  with 
two  sticks,  shuffling  one  foot  tremulously  along  the  floor  in 
front  of  him,  resting  on  his  two  sticks  whilst  he  drags  the 
other  up.  The  spastic  gait  is  not  so  noticeable ;  the  knee- 
jerks  are  now  present.  Seated,  his  legs  twitch  spasmodically. 
Ataxia  oi:  hands  as  before.  General  condition  of  health 
excellent.  Temperature  normal.  After  another  ten  days 
the  marked  improvement  in  the  boy  whose  case  was  just 
described  seemed  to  influence  him,  coupled  with  the  effect 
of  the  spinal  douche  and  strong  faradism,  for  the  day  after 
the  first  douche  and  two  days  after  the  boy,  who  was  in  a 
bed  close  by  him,  first  walked  by  himself,  the  patient  also 
succeeded  in  walking  briskly  and  well  down  the  ward  with- 
out sticks,  and  with  little  or  no  unsteadiness.  The  other 
signs  remain  much  as  before. 

On  his  discharge  on  May  20th  he  was  walking  quite  well, 
and  had  no  nystagraus  and  no  inco-ordination  in  arms,  but 
still  complained,  though  less,  of  the  pains  before  described. 

Case  13.  Suppurative  meningitis  following  otitis  media. — 
James  B — ,  aet.  16,  was  admitted  into  Cheere  Ward,  under 
the  care  of  Dr.  Ferrier,  March  21st,  1897,  complaining  of 
headache. 

Personal  history. — He  had  scarlet  fever  at  the  age  of 
three  and  a  half,  which  was  followed  by  partial  deafness 
and  discharge  from  the  right  ear.  This  continued  at  inter- 
vals up  till  a  year  ago,  when  he  was  under  treatment  at  the 
Ear  Hospital  in  Gray^s  Inn  Road,  since  which  time  he  says 
the  discharge  has  ceased.  During  the  last  four  years  he 
has  been  subject  to  frequent  severe  headaches,  accompanied 
sometimes  by  nocturnal  delirium.  He  has  never  been  a  par- 
ticularly intelligent  boy. 

There  is  nothing  noteworthy  in  his  family  history.  The 
present  illness  dates  from  March  12th,  when  he  complained 
of  feeling  ill,  and  had  a  severe  headache  and  went  to  bed 
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early.  He  kept  to  bed  the  next  day,  but  got  up  and  went 
to  his  work  on  the  14th_,  and  continued  at  it  for  five  days, 
during  which  time  he  vomited  repeatedly,  and  appeared 
dazed  and  stupid.  On  the  19th  he  complained  again  of 
headache,  and  went  to  bed  refusing  his  supper.  At  2  a.m. 
the  next  morning  the  boy  who  shared  his  room  with  him 
saw  him  fall  out  of  bed  and  hit  his  head  against  a  table. 
The  boy  went  to  sleep  again,  and  on  waking  at  7  a.m.  found 
him  still  lying  on  the  floor  unconscious,  having  passed  both 
urine  and  fseces  under  him.  He  was  delirious  and  refused 
his  food,  and  was  brought  to  hospital  and  admitted. 

On  admission. — The  patient  is  partly  unconscious,  is 
delirious  at  times,  at  others  is  clear  in  his  mind ;  he  an- 
swered when  asked  his  name,  and  volunteered  the  spelling 
of  it.  The  face  is  flushed,  skin  hot  and  dry.  Temp.  101"8". 
Pulse  regular,  full  with  fair  tension,  84.  Eespirations  regu- 
lar, 34.      Lung-sounds  normal ;  heart-sounds  normal. 

Urine  1030,  albumen  a  trace. 

The  abdomen  is  slightly  retracted,  and  there  is  fairly 
well-marked  tache  cerebrale.  Tongue  furred.  There  is 
great  intolerance  of  light.  The  pupils  are  dilated,  equal, 
and  react  well  to  light  and  accommodation.  The  movements 
of  the  eyeballs  are  normal.  The  optic  discs  show  com- 
mencing optic  neuritis.  The  head  is  retracted,  and  the  boy 
lies  with  his  legs  drawn  up,  and  elbows  and  wrists  flexed,  but 
is  very  restless,  and  moans  at  intervals  complaining  of  the 
pain  in  his  head,  which  is  mostly  referred  to  the  frontal 
region.  On  percussion  pain  is  elicited  over  the  right  tem- 
poro-sphenoidal  area.  The  right  ear  discharges  a  small 
quantity  of  pus.  The  knee-jerks  are  absent.  There  is  total 
incontinence  of  urine,  bowels  not  opened  since  admission. 
He  was  ordered — 

Pot.  lodidi,  gr.  v ; 

Sp.  Ammon.  Aromat.,  mxv; 

luf.  Quassiee  ad  '^j.     T.  d.  s. 

March  22nd. — The  patient  was  very  delirious  all  night, 
constantly  moaning  and  crying  out.  He  is  still  partly 
conscious,  and  can  be  made  to  understand  a  little.  The 
general  condition  remains  much  as  before.  The  respira- 
tions are  now  a  little  irregular  at  intervals,  though  nothing 
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approaching    true    Cheyne- Stokes    breathing.       Pulse     84, 
regular.      Temp.  101*6°. 

23rd. — Mental  condition  as  before ;  was  very  noisy  all 
night.  The  retraction  of  the  head  is  more  marked,  and 
there  is  opisthotonos.  Pupils  are  contracted,  but  react 
normally.  There  is  no  squint.  Pulse  88j  still  regular, 
fairly  good  tension.  Resp.  42,  irregular.  There  are  crepita- 
tions at  both  bases  behind,  but  no  impairment  of  resonance. 
Face  is  very  flushed,  and  there  is  copious  sweating,  most 
marked  on  the  face  and  forehead.  There  is  no  evidence  of 
any  paralysis.  The  boy  takes  his  food  very  badly,  but  has 
not  vomited  since  admission.  The  bowels  were  opened  this 
morning  after  calomel  gr.  v.  Urine  still  contains  albu- 
men. Temperature  has  been  rising  steadily,  and  to-day, 
2  p.m.,  is  at  103°  P.  Pigmentum  lodi  applied  to  back  of 
scalp. 

24th. — Patient  still  very  restless,  but  is  not  yet  completely 
unconscious  ;  has  the  typical  "hydrocephalic  cry."  Retraction 
of  head  and  opisthotonos  less  marked  than  previously.  There 
is  external  strabismus  on  the  right  side,  pupils  small  but 
react  normally,  and  are  equal.  There  is  some  purulent  con- 
junctivitis. Pulse  90,  small  and  low  tension,  no  irregularity. 
Resp.  45,  irregular  as  before.  (Edema  of  bases  behind 
remains. 

Urine  1020,  albuminous,  and  deposits  urates.  Temp. 
102°  F. 

At  4.30  p.m.  Dr.  Urban  Pritchard  examined  the  case,  and 
reported  "  discharge  from  right  ear  and  bulging  of  the  pos- 
terior wall.'* 

At  8.15  the  temperature  rose  to  103*2°,  and  patient  died 
comatose. 

Post-mortem  abstract. — On  opening  the  skull  the  con- 
volutions were  seen  to  be  flattened.  There  was  a  localised 
collection  of  pus  beneath  the  tentorium,  compressing  the 
cerebellum.  No  thrombosis  in  lateral  sinus  ;  no  abscess  in 
cerebellum  ;  no  generalised  meningitis.  Viscera  otherwise 
normal. 

Case  14.  Swppurative  meningitis  occurring  in  a  case  of 
bronchiectasis. — H.  G — ,  aet.  17,  admitted  into  Cheere  Ward, 
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under  Dr.  Curnow,  July  14th,  1897,  complaining  of  headachft 
and  giddiness. 

The  patient  is  a  billiard  marker  at  the  H6tel  Cecil.  He 
says  that  for  many  years  he  has  suffered  from  cough,  and 
has  once  or  twice  had  haBmoptysis,  but  never  to  any  great 
extent ;  he  can,  however,  give  no  definite  idea  as  to  the  exact 
length  of  time  he  has  had  lung  symptoms,  and  does  not  know 
how  they  commenced.  Five  years  ago  he  hnd  a  similar  attack 
of  headache  and  giddiness,  but  not  as  severe  as  the  present. 

The  family  history  is  unimportant  ;  no  history  of  any 
tubercular  affection  can  be  obtained. 

The  patient  states  that  he  was  in  his  usual  health  up  till 
last  Monday,  July  12th,  when  he  awoke  with  a  severe 
frontal  headache  and  felt  giddy  on  getting  out  of  bed.  On 
the  afternoon  of  Monday  he  was  sick,  and  his  bowels  were 
not  opened  that  day.  On  Tuesday  the  headache  and  giddi- 
ness continued,  and  he  felt  drowsy  and  was  sick  several 
times,  the  vomiting  having  no  particular  relation  to  meal- 
times. He  noticed  that  the  muscles  of  his  neck  and 
forehead  twitched  at  intervals  during  the  day.  The  bowels 
remained  confined.  On  Wednesday  he  came  up  to  the 
hospital  and  was  admitted. 

Condition  on  admission. — The  patient  is  a  thin,  unhealthy- 
looking  boy  and  very  anaemic.  He  lies  in  a  sleepy  con- 
dition, resenting  being  moved,  and  it  is  difficult  to  extract 
answers  to  the  questions  put  to  him.  He  complains  of 
great  pain  felt  all  over  the  head,  not  localised  to  any 
particular  area,  nor  is  there  any  localised  tenderness  to 
percussion.  The  head  is  slightly  retracted.  There  is  no 
photophobia.  The  pupils  are  equal,  and  react  to  light 
and  accommodation  ;  ocular  movements  normal.  On  exa- 
mination of  the  fundus  it  appears  normal.  The  twitching 
of  the  facial  muscles  continues,  and  is  especially  marked 
in  the  occipito-frontalis. 

Pulse  77,  regular,  full,  good  tension.      Kesp.  18. 

On  careful  examination  slight  irregularity  in  the  breath- 
ing can  be  made  out.  The  heart's  apex-beat  is  in  the 
fifth  space,  2^  inches  external  to  the  nipple,  and  is  diffuse, 
being  felt  as  high  as  the  second  interspace  on  the  left  side. 
The  cardiac  dulness  commences  half  an  inch  to  the  left  of 
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the  sternal  margin,  and  merges  outwards  into  the  general 
dulness  due  to  the  pulmonary  condition.  On  auscultation 
there  is  accentuation  of  the  pulmonary  second  sound,  but 
otherwise  the  sounds  are  normal. 

Lungs  :  there  is  dulness  all  over  the  left  side,  back  and 
front,  with  increased  tactile  fremitus,  except  in  front,  for 
about  half  an  inch  outside  the  sternal  margin.  On  auscultation 
the  breath-sounds  are  faint  and  almost  inaudible  at  the  left 
apex  in  front ;  over  the  whole  of  the  rest  of  the  lung  there 
is  tubular  breathing  with  bronchophony,  which  becomes 
almost  cavernous  at  the  left  base,  and  is  there  mixed  with 
loud  consonating  crepitations.  The  percussion  and  auscul- 
tation sounds  over  the  whole  of  the  right  lung  are  normal. 
The  tongue  is  furred.  Temp.  101°.  Urine  acid,  no  albumen. 
The  patient  was  given — 

Pot.  Broniidi,  gr.  xv ; 

Liq.  Arsen.,  miij ; 

Inf.  Quassias  ad  53  ;  t.  d.  s., 

and  ice  applied  to  the  head. 

15th. — The  general  condition  is  much  worse.  The  head 
is  markedly  retracted.  The  boy  is  drowsy  aud  irritable 
when  moved  or  spoken  to,  but  not  unconscious.  He  still 
complains  very  much  of  headache.  The  abdomen  is  not 
retracted  ;  there  is  tache  cerebrale.  Pulse  and  respiration  as 
before.  Temp.  102-6°.  The  muscular  twitching  has  ceased. 
Bowels  open  after  calomel  gr.  iij. 

16th. — Patient  has  been  delirious  during  the  night,  and  is 
now  groaning  and  rolls  from  side  to  side.  The  head  is 
strongly  retracted,  and  the  pupils  are  unequal,  the  right 
being  the  larger.  No  strabismus.  Respiration  distinctly 
irregular,  but  not  rapid.  Pulse  90,  drops  a  beat  occasionally. 
At  6  p.m.  on  the  6th  the  patient  became  completely  comatose, 
with  deep,  stertorous,  rattling  breathing.  Temp.  105°,  having 
been  rising  ever  since  yesterday.  At  the  same  time  the 
retraction  of  the  head  lessened.  He  lingered  on  in  a 
comatose  condition  till  5  a.m.  on  the  17th,  when  he  died 
with  a  temperature  of  104-2°.  One  hour  after  death  it  had 
risen  to  106-20. 

Post-mortem  abstract. — Acute  suppurative  meningitis,  the 
effusion  being  mostly  at  the  base  of  the  brain ;   ventricles 
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distended  with  turbid  fluid.  Heart  displaced  two  and  a  half 
inches ;  normal.  The  left  lung  is  completely  collapsed  and 
airless,  is  less  than  half  the  usual  size  ;  weight  10^  ounces. 
There  are  several  cylindrical  bronchiectases  in  both  lobes. 
No  tubercular  deposit. 

The  right  lung  is  very  large  and  emphysematous,  weight 
124  ounces.      No  tubercle. 

The  liver  is  fatty ;   other  organs  normal. 

Case  15.  Meningitis  following  exposure  ;  recovery. — R.  S — , 
aet.  10,  admitted  into  Twining  Ward,  under  the  care  of  Dr 
Curnow,  September  10th,  1897,  complaining  of  vomiting 
and  headache. 

There  is  history  of  phthisis  on  both  the  father's  and 
mother's  side  of  the  family.  The  boy  has  had  measles  and 
scarlet  fever. 

Six  weeks  ago  the  patient  began  to  complain  of  headache 
and  earache  following  on  his  catching  cold  whilst  bathing, 
with  subsequent  exposure  to  the  rain  on  his  way  home.  He 
was  still  able  to  go  to  school  and  to  be  up  and  about,  but 
three  weeks  ago  he  was  sent  home  from  school  complaining 
of  giddiness  and  having  vomited.  Since  that  time  the 
giddiness,  headache,  and  vomiting  have  continued,  and  for 
a  fortnight  before  admission  the  boy  has  been  confined  to 
his  bed.  During  that  period  his  bowels  have  only  been 
opened  once,  and  that  only  slightly. 

No  discharge  from  the  ears  has  been  noticed  at  any  time. 

On  admission. — The  boy  looks  extremely  ill,  with  an 
anxious  expression  as  though  in  great  pain.  He  is  thin  and 
anaemic  and  very  apathetic,  taking  little  or  no  notice  of 
what  is  going  on,  though  answering  intelligently  if  spoken 
to.  The  headache  is  not  referred  to  any  part  in  particular, 
and  there  is  no  tenderness  on  pressure.  The  pupils  are 
equal  and  react  normally,  ocular  movements  normal.  Fundi 
normal.  Ears  examined  and  found  normal.  Pulse  60, 
regular,  small.  Respirations  shallow  and  sighing,  but  regular. 
Heart-sounds  normal.  Lung-sounds  normal.  Abdomen  is 
retracted.  Spleen  and  liver  not  felt.  There  is  slight  general 
tenderness  over  the  abdomen,  and  in  the  left  iliac  fossa  there 
is  a  solid  mass  felt,  probably  faecal. 
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The  boy  is  unable  to  walk,  knee-jerks  absent.  Urine  1020, 
acid,  no  albumen  or  sugar.      Temp.  97*8  . 

11th. — Boy  had  calomel  gr.  iv  and  an  oil  enema,  and  the 
bowels  were  opened  once.  Feecal  mass  in  left  iliac  fossa 
has  disappeared.  Temp.  98*4°.  Condition  otherwise  un- 
altered. 

12th. — Still  complains  of  headache,  has  vomited  several 
times,  head  is  retracted.  Constipation  obstinate,  calomel 
gr.  iv  followed  by  seidlitz  powder  having  no  effect.  Is  on 
No.  1  diet  of  milk  and  beef  tea.  The  urine  is  scanty,  ^vj 
only  having  been  passed,  but  there  is  no  albuminuria. 

13th. — Patient  still  very  drowsy  but  not  delirious,  and 
answers  rationally.  The  '^  meningeal  cry  ''  was  heard  during 
the  night.  Vomiting  ^iv  during  the  twenty-four  hours. 
Bowels  not  opened.  Head  still  retracted.  Temp.  98°.  Has 
been  ordered — 


Pulv.  Jalapae  Co.,         1 
Pulv.  Scammonii  Co.,  J 


aa  gr.  xv. 


at  night,  and — 


Acid.  Hydrocyanici  Dil.,  rniij ; 

Mist.  Effervescentis  ad  5j.     4tis  boris. 


14th. — No  vomiting  since  yesterday.  Bowels  opened 
three  times.  Patient  still  lies  very  quiet  and  drowsy  with 
retracted  head.  Urine  ^^iij*  There  is  some  tenderness 
behind  the  right  mastoid,  and  a  watch  heard  at  six  inches 
in  the  left  ear  is  only  heard  at  two  inches  on  the  right  side. 
Temperature  still  subnormal. 

15th. — Urine  passed  more  freely,  5^^^ij-  Bowels  still 
confined.      Eyes  re-examined,  no  optic  neuritis.      Given — 

Potass.  Bromidi,  gr.  xv; 

Potass.  lodidi,  gr.  v ; 

Aq.  Chloroformi  ad  ^.     T.  d.  s. 

No  sickness. 

18th. — Condition  has  been  much  the  same,  but  to-day  he 
says  he  feels  better,  and  asks  for  something  to  eat.  Con- 
stipation remains  obstinate,  bowels  only  open  once  since  last 
note.  Temperature  rose  to  normal  to-day  for  the  first  time 
for  a  week.     No  sickness. 
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19tli. — Has  been  sick  once,  bowels  open  once.  Temp.  98°. 
Pulse  100.      General  state  as  before. 

20th. — No  sickness,  but  retention  of  urine  all  day. 

22nd. — Not  sick  since  19tli,  but  to-day  four  times. 
Kemains  lethargic.  Urine  3^^^j-  Bowels  only  open  with 
medicine  and  enemata.  The  condition  after  this  seemed  to 
get  worse  rather  than  better.  The  sickness  continued, 
accompanied  by  a  good  deal  of  retching.  Abdomen  and 
head  retracted  as  before,  and  the  skin  was  flaccid  and 
inelastic.      Temperature  persistently  subnormal. 

On  the  27th  the  note  says — Boy  drowsy.  Constipation. 
Optic  discs  normal.  Retraction  of  head  rather  less.  Sick- 
ness continues,  especially  when  he  is  moved.  Urine  still 
scanty ;  boy  has  lost  a  considerable  amount  o£  flesh,  and 
appetite  poor.  Tache  present.  Continues  to  take  the  bromide 
and  iodide  mixture,  in  addition  Hydrarg.  cum  Creta,  gr.  j, 
t.  d.  s.      Temperature  normal. 

This  condition  lasted  unchanged  till  October  1st,  when  he 
appeared  much  brighter  and  was  able  to  look  at  a  picture 
book.      No  sickness  for  four  days. 

7th. — General  condition  improved,  but  still  vomits  at 
times.  Temperature  has  risen  once  or  twice  at  night  as  high 
as  99-4°,  but  the  morning  reading  is  usually  98°.  Pulse  78  to 
90.  From  this  time  onward  the  patient  improved  steadily ; 
he  became  much  brighter,  and  the  tongue  cleaned,  though 
the  vomiting  did  not  entirely  cease. 

On  October  11th  he  began  taking  light  No.  2  diet,  fish, 
&c.  The  Hydrarg.  cum  Creta  was  continued  bis  in  die,  also 
the  bromide. 

On  October  15th  some  loss  of  power  in  the  right  arm  and 
leg  was  noticed,  but  none  in  the  face  and  no  affection  of 
speech. 

18th. — For  the  first  time  free  from  headache.  Occasional 
sickness  treated  by  application  of  mustard  leaf  to  epi- 
gastrium. 

22nd. — Retraction  of  head  quite  gone,  boy  to  get  up 
to-day.  There  is  some  stomatitis  from  the  mercury,  which 
is  to  be  stopped  for  a  time.  Temperature  ranges  higher, 
but  still  frequently  falls  below  normal.      Boy  gains  weight. 

30th. — Improvement    marked    in   every   way.      Sickness 


206  Medical  Cases  of  Interest. 

has  now  completely  ceased  for  some  time.     The  boy  is  able 
to   stand   by  himself,   and   the   hand  and  leg  are   regaining 
power  under  massage.      Cod-liver  oil  and  iron  prescribed. 
November  6th. — Patient  discharged  cured. 

Case  16.  Septicasmia  and  meningitis  following  osteo- 
myelitis ;  death. — Nora  D — ,  set.  13,  admitted  to  Twining 
Ward,  under  Dr.  Burney  Yeo,  November  14th,  1896. 

On  November  9th  the  patient  was  kicked  on  the  right 
ankle,  but  did  not  think  much  of  it  till  the  evening  of  the 
10th,  when  she  had  pain  in  the  ankle  and  shivered.  Next 
morning  the  pain  continued,  and  she  complained  of  headache, 
and  was  delirious  on  the  night  of  the  11th,  and  has  been  so 
ever  since.  No  more  definite  history  can  be  obtained. 
There  was  no  vomiting  and  no  rigor.  The  bowels  have 
been  confined. 

On  admission. — The  girl  is  semi-conscious  and  drowsy, 
complaining  of  headache  and  pain  on  the  outer  side  of  the 
right  ankle.  The  face  is  flushed  and  the  forehead  frowning. 
Ocular  movements  normal,  pupils  equal,  reactions  normal. 
Tongue  furred  and  dry.  Liver  and  spleen  normal.  Scattered 
rhonchi  and  sibili  in  both  lungs.  Pulse  130,  soft  and  small, 
regular.  Heart-sounds  normal.  Urine  scanty  and  high- 
coloured,  1025,  no  albumen  or  sugar.  Temp.  103*8°.  On 
the  outer  side  of  the  lower  third  of  the  leg  over  the  fibula 
there  is  a  bright  red  intensely  tender  swelling,  giving  deep 
fluctuation  on  examination. 

15th. — During  the  night  much  noisy  delirium  with  occa- 
sional shrill  cry.  Incontinence  of  urine,  bowels  open  with 
simple  enema.  Fomentations  with  Tr.  Opii  tt^x  to  ankle.  Is 
taking  milk  ^iv  4tis  horis.  This  morning  is  quieter  with 
muttering  delirium,  but  quite  unconscious.  The  swelling 
was  frozen  with  ethyl  chloride  and  opened,  pus  being  found 
under  the  periosteum.    Pulse  144  ;   resp.   32  ;  temp.  101*4°. 

16th  (evening)  „ — The  incision  has  been  extended  upwards 
and  more  pus  found.  The  patient  lies  curled  up  in  bed, 
head  retracted  and  neck  rigid.  Double  external  strabismus, 
pupils  dilated,  but  equal  and  react  sluggishly  to  light.  There 
is  commencing  double  optic  neuritis.  Temp.  102*2°.  Brandy 
3iv  in  tweuty-four  hours. 
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17th. — General  condition  much  the  same.  Retraction  of 
head  greater  ;  opisthotonos ;  keeps  putting  her  hand  to  her 
head  as  though  in  pain.  Temp.  103*6°.  She  takes  her  food 
badly,  but  has  not  been  sick,  bowels  confined. 

19th. — Much  as  before,  retraction  less,  considerable  diar- 
rhoea. Pulse  150,  full  and  soft;  respirations  42,  regular; 
temp.  103°.  Some  blood  was  sent  to  the  British  Institute  for 
bacteriological  diagnosis. 

20th. — Patient  remains  quite  unconscious,  but  at  intervals 
screams  loudly.  Head  still  retracted  and  diarrhoea  con- 
tinues, five  motions  in  last  twenty-four  hours.  Temperature 
yesterday  evening  104'4°,  now  is  102°. 

21st. — Much  as  before.  Leg  dressed  and  tube  inserted. 
Bare  bone  felt.  Is  having  ^ix  of  brandy  in  twenty-four  hours. 
Temp.  98-4°. 

22nd. — Patient  is  quieter,  very  little  moaning  or  crying 
out ;  retraction  of  head  almost  entirely  absent.  No  squint, 
pupils  dilated.  Tongue  brown  and  dry,  sordes  on  lips. 
Respirations  are  shallow  and  irregular.  No  diarrhoea. 
Wound  dressed,  looks  unhealthy,  and  is  foul-smelling. 
Temp.  103°. 

23rd. — There  is  apparent  improvement  to-day,  the  patient 
is  quieter  and  understands  what  is  said  to  her.  Diarrhoea 
again,  Rve  motions.  She  is  taking  better — 3j  tnilk,  5iij 
every  hour.      Temp.  102". 

Report  on  blood  from  Dr.  Hewlett,  in  which  he  says  that 
no  cultivations  were  obtained  from  the  blood,  but  that  0*5  c.c. 
of  blood  serum  killed  both  of  two  mice  within  twelve  hours, 
so  that,  although  no  organisms  were  to  be  found  in  the 
blood  then,  there  undoubtedly  had  been,  and  the  blood 
remained]highly  toxic,  which,  as  Dr.  Hewlett  pointed  out,  was 
the  usual  condition  in  such  cases. 

25th. — For  the  last  two  days  the  patient's  state  has  varied 
but  little :  rhonchi  and  sibili  in  the  lungs.  The  diarrhoea 
continues,  and  the  apparent  improvement  noted  is  not 
maintained.  Respirations  are  getting  quicker,  and  are  now 
50.      Temp.  100-6°. 

26th. — Patient  died  at  3  a.m.  in  a  comatose  condition. 
Temp.  103°  at  time  of  death,  respirations  80,  and  pulse  170. 

No  post-mortem  allowed. 
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Case  17.  Addison  s  disease;  death  two  days  after  ad- 
mission.— Frances  N — ,  aet.  22,  admitted  November  6th, 
1896,  under  care  of  Dr.  Ferrier. 

The  family  history  is  not  recorded. 

She  has  always  enjoyed  good  health,  and  is  described  as 
"  a  bright,  clever,  and  artistic  girl."  She  spent  a  fortnight 
at  the  sea-side  in  August,  and  on  returning  her  friends 
noticed  that  her  face  and  hands  were  very  brown,  more  than 
would  have  been  accounted  for  by  mere  exposure  to  sun. 
She  felt,  however,  quite  in  usual  health  up  till  a  month  ago, 
when  the  weakness  of  which  she  complains  first  began  ; 
after  a  day's  work  she  felt  quite  exhausted,  and  in  a  few 
days'  time  she  had  to  give  up  work.  She  has  since  then 
got  steadily  weaker,  although  she  has  not  been  confined  to 
bed.  She  has  lost  her  appetite,  and  for  the  first  time  on 
October  31st  she  vomited,  and  the  vomiting  was  repeated  on 
November  1st,  2nd,  and  5th.  She  was  up  and  walked  a 
little  on  November  5th  (the  day  before  admission),  but  to- 
day was  so  weak  that  she  was  quite  unable  to  stand.  On 
the  evening  of  November  5th  she  became  delirious.  She 
has  not  had  any  headache ;   the  bowels  have  been  confined. 

On  admission. — The  patient  is  not  particularly  anaemic, 
the  mucous  membranes  are  of  a  good  colour,  and  she  is 
plump  and  well-nourished  looking,  but  is  evidently  in  a 
condition  of  extreme  asthenia,  being  unable  to  stand  or  even 
sit  up  in  bed  without  assistance.  She  is  delirious  and  quite 
unconscious  of  anything  that  is  happening ;  she  does  not 
answer  when  spoken  to,  and  talks  continually  to  imaginary 
friends.  The  skin  of  the  face,  neck,  and  hands  is  of  a 
uniform  brown  colour,  contrasting  sharply  with  the  un- 
coloured  skin  on  other  parts  of  the  body.  The  conjunctivae 
are  suffused  and  dark.  Over  the  chest  are  dotted  patches 
of  pigmentation  like  ordinary  freckles.  The  axillae  and 
anticubital  spaces  are  pigmented,  and  there  is  a  broad  area 
of  pigmentation  around  the  loins  in  the  position  of  the 
waistband.  The  areolae  of  the  nipples  are  very  dark.  No 
pigmentation  of  mucous  membranes  made  out.  The  pig- 
mentation is  everywhere  of  a  light  brown  colour,  only  in  the 
axillae  it  is  darker.  The  tongue  is  thickly  coated  with 
white  fur.      Examination  of  the  abdomen  revealed  nothing. 
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The  heart's  apex  is  felt  with  difficulty  in  the  normal  position. 
The  praecordial  duluess  is  normal_,  and  the  sounds,  though 
extremely  faint,  are  also  normal. 

Pulse  is  very  small  and  running,  tension  very  low,  140 
per  minute  ;  respirations  weak  and  shallow ;  lung- sounds 
normal.  Urine  scanty,  1020,  acid,  no  albumen,  colour  not 
particularly  high.      Temp.  98°. 

November  7th. — The  patient  is  still  quite  delirious;  con- 
dition much  the  same,  only  prostration  more  intense,  and 
she  is  evidently  sinking.  Bowels  not  open.  Temp.  99°. 
Pulse  very  feeble,  148. 

8th. — 6  p.m.,  temperature  has  risen  steadily  to  103°. 
Patient  is  quite  unconscious.  Pulse  barely  perceptible  and 
quite  uncountable.  Has  not  vomited  since  admission. 
2  a.m.,  patient  died.     Temperature  just  before  death  101*2  . 

Post-mortem  abstract. — The  body  showed  no  emaciation, 
the  subcutaneous  fat  being  plentiful.  Both  supra-renal 
bodies  were  enlarged  to  about  twice  their  normal  size,  retain- 
ing fairly  well  their  characteristic  shape.  There  was  ex- 
tensive tubercular  deposit,  which  had  not  yet  caseated,  and 
in  part  the  normal  cortex  could  be  made  out.  There  was 
an  old  psoas  abscess  with  an  opening  in  the  groin,  but  it 
contained  no  pus.  All  the  other  organs  were  healthy,  death 
having  occurred  from  pure  asthenia. 

Case  18.  Addison's  disease  without  'pigmentation  ;  death. 
— William  J — ,  set.  54,  was  admitted  into  Sambrooke  Ward, 
under  the  care  of  Dr.  Duffin,  July  7th,  1897,  complaining 
of  constant  vomiting. 

Family  history  unimportant  ;  no  tubercle. 

Patient  had  acute  rheumatism  seven  years  ago,  no  other 
illness  of  importance.  He  says  he  has  worked  at  all  manner 
of  things.  He  professes  moderation  as  regards  alcohol,  but 
is  extremely  reticent,  and  it  is  difficult  to  get  him  to  answer 
questions. 

According  to  the  account  furnished  mostly  by  his  friends 
he  was  well  up  till  two  years  ago,  when  the  present  illness 
began  with  weakness  and  lassitude,  and  he  had  to  give  up 
his  work.  It  was  noticed  that  the  skin  of  his  face  and 
hands   became   darker.      There    was    no    sickness   until    six 
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months  back,  when  vomiting  began  after  food,  and  for  the 
last  two  or  three  months  there  has  been  almost  continuous 
vomiting  after  solids  and  fluids  alike.  The  weakness  has 
been  progressing  steadily. 

On  admission. — The  patient  is  a  well-built  man,  looking 
considerably  older  than  his  stated  age,  but  not  emaciated  to 
the  degree  that  the  history  of  vomiting  would  suggest. 

He  is  a  somewhat  dark-complexioned  man,  but  there  is 
nothing  on  either  skin  or  mucous  membranes  which  could 
definitely  be  called  pigmentation. 

The  tongue  is  furred  and  flabby,  somewhat  marked  by 
the  teeth.  Nothing  made  out  by  abdominal  examination ; 
area  of  splenic  dulness  increased.  Heart-sounds  normal, 
but  very  feeble  and  indistinct.  Pulse  96,  small  and  com- 
pressible. Lung-sounds  normal.  Temp.  96°.  Urine  normal. 
Bowels  confined. 

He  was  put  on  No.  1  diet  with  milk  and  barley  water  only. 

July  8th. —  Temperature  has  risen  to  98'4°  ;  condition  of 
asthenia  evidently  great,  but  patient  is  quite  sensible. 

9th. — Patient  vomited  3^Uj  ^^^  ^^^^  ordered  a  nutrient 
enema  : 

Milk,  5x ; 
Beef  tea,  ^viij ; 
Peptone,  5]  ; 
Eggs,  5ij. 

Bowels  open  three  times  after  Pil.  Col.  cum  Hyosc.  gr.  x. 
19th. — No    more    vomiting,  patient's   strength   still   very 
slight.      Temp.  66-2°. 
Given — 

Mist.  Bismuthi  Citratis  Effervescens,  gj.     6tis  lioris. 

Subsequent  progress. — There  was  no  more  vomiting,  but 
the  patient's  strength  gradually  waned  ;  and  although  con- 
sciousness was  retained  till  the  last,  he  died  about  2  a.m. 
on  the  ]5th,  eight  days  after  admission,  in  a  condition  of 
profound  collapse,  the  pulse  for  some  time  before  death 
being  hardly  to  be  felt.  For  three  days  before  death  the 
temperature  showed  an  upward  tendency,  and  at  the  last 
was  101*2°.  There  had  also  been  moderate  diarrhoea  the 
last  three  days. 
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Post-mortem  abstract. — The  supra-renals  were  of  normal 
size  except  for  slight  thickening ;  they  were  the  seat  of 
cheesy  tubercular  deposit^  softening  in  parts  to  a  yellow 
fluid.  There  were  old  fibrous  tubercular  areas  widely 
scattered  through  both  luugs.  Stomach  and  duodenum 
subacutely  inflamed.      Other  organs  healthy. 

Case  19.  S'plenic  leukxmia  ;  death. — George  W — ,  set.  55^ 
was  admitted  into  Sambrooke  Ward,  under  Dr.  Dufiin, 
November  10th,  1896,  complaining  of  weakness. 

Family  history  is  good,  his  father  and  mother  living  to  the 
ages  of  ninety-one  and  seventy-four  respectively.  He  has 
always  been  healthy  and  well  up  to  the  onset  of  his  present 
illness. 

About  March,  1895,  he  first  noticed  that  his  legs  and 
feet  were  swollen,  especially  after  standing  about.  His 
breath  was  short  and  he  felt  easily  tired,  whilst  his  appetite 
was  poor  and  he  lost  flesh.  He  went  to  his  private  medical 
attendant,  and  improved  sufficiently  under  treatment  to  resume 
his  work,  but  shortly  after  recommencing  he  had  a  return  of 
all  his  symptoms. 

Early  in  July,  1895,  he  went  to  the  London  Hospital, 
being  treated  there  both  as  an  out-  and  in-patient.  Whilst 
there  he  first  noticed  a  swelling  in  the  left  side,  and  was 
told  it  was  enlargement  of  the  spleen.  He  improved  so 
much  under  treatment  that  he  resumed  work,  and  has  kept 
at  it  up  till  six  weeks  ago  ;  the  swelling  of  the  legs  and 
shortness  of  breath  then  compelled  him  to  lie  up. 

On  admission. — Patient  is  thin  and  anaemic,  weight 
8  st.  84  lbs. ;  at  the  time  he  was  admitted  into  the  London 
Hospital  he  weighed  9  st.  11  lbs.  The  skin  is  dry,  and 
there  is  a  moderate  degree  of  oedema  of  the  legs  and  feet. 
Temp.  98°.  The  tongue  is  coated  with  a  yellowish  fur; 
the  appetite  bad,  and  he  complains  of  sense  of  fulness  after 
meals  and  pain  in  the  stomach.  The  bowels  are  fairly 
regular.  Lungs  :  there  is  impairment  of  resonance  at  both 
bases  behind  with  a  few  crepitations,  otherwise  they  are 
normal.  The  apex-beat  is  in  the  fourth  space,  cardiac 
dulness  not  increased.  The  sounds  at  the  apex  and  aortic 
area  are  normal ;   over  the  pulmonary  area  there  is  a  soft 
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hasniic  murmur.  Pulse  74,  soft  but  full,  arteries  thickened. 
The  abdomen  is  mucb  enlarged  and  prominent,  especially  on 
the  right  side.  On  percussion  the  whole  left  side  up  to  the 
middle  line  is  dull,  and  on  the  right  side  the  hypochondrium 
is  dull.  On  palpation  the  enlarged  spleen  is  felt  occupying 
the  left  hypochondriac  area,  the  left  half  of  the  epigastric, 
all  the  umbilical  except  the  extreme  upper  and  right  corner, 
the  whole  of  the  hypogastric  and  lumbar  regions,  and  the 
greater  portion  of  the  iliac  on  the  left  side.  The  notch  on 
the  right  border  is  easily  made  out.  At  the  level  of  the 
umbilicus  the  transverse  measurement  is  13  inches  ;  the 
longest  vertical  diameter  is  11  inches.  The  liver  is  en- 
larged ;  the  margin,  firm  and  rounded,  can  be  felt  reaching 
down  to  within  three  inches  of  the  umbilicus.  No  resonant 
area  can  be  made  out  between  liver  and  spleen.  There  is  no 
pain  nor  any  tenderness  on  pressure,  except  in  the  epigastric 
region.  There  is  no  glandular  enlargement  and  no  tender- 
ness over  any  of  the  bones.      Urine  1004,  acid,  no  albumen. 

Dr.  Duffin  ordered  Tinct.  lodi  to  be  painted  over  splenic 
area. 

November  11th. — The  blood  examination  confirms  the 
diagnosis  made  of  splenic  leukaemia.  The  haemoglobin  is 
oO  per  cent.,  and  the  red  blood-corpuscles  are  60  per  cent,  of 
the  normal.  The  proportion  of  white  corpuscles  to  red  is 
as  1  to  5.  The  white  corpuscles  show  a  large  number  of 
myelocytes  ;  the  lymphocytes  do  not  appear  to  be  relatively 
increased  in  number.  Nucleated  red  blood-corpuscles  are 
present  in  large  quantities,  and  there  is  slight  poikilocytosis. 
No  Charcot^s  crystals  were  seen. 

18th. — The  patient  has  suffered  from  diarrhoea,  the  bowels 
being  open  three  or  four  times  a  day,  but  this  has  improved. 
The  general  condition  has  improved,  and  patient  says  he  is 
feeling  much  better.  Temperature  ranges  between  normal 
and  100  .  Blood-count :  haemoglobin  50  per  cent. ;  red  blood- 
corpuscles  70  per  cent.;  proportion  of  white  to  red  as  1  to  8. 

Patient  is  taking  Liq.  Arsenicalis  iT\iv  ter  in  die. 

25th. — Diarrhoea  again  troublesome,  for  the  last  three 
days  there  have  been  four  and  five  motions  daily. 
Temperature  for  last  two  days  has  been  subnormal, 
falling  to  96*4°.      Weight   has   fallen  to   8   stone  ;   patient 
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also  of  considerable  weakness.  The  liver  and  spleen  as 
before. 

December  5tli. — The  condition  shows  little  tendency  to 
improvement;  the  bowels  are  loose,  but  there  is  not  the 
diarrhoea  which  was  present  before.  The  temperature  keeps 
about  normal,  not  rising  above  99°.  Weight  8  stone. 
Patient  is  on  No.  2  diet,  takes  his  food  well,  and  has  no 
digestive  trouble. 

The  arsenic  has  been  increased  to  ir\vj  t.  d.,  and 


Ung.  Hydrargyri  lodidi,  1  ..  ^^^^^^ 
Uner.  Potass.  lodidi.         J 


Ung.  Potass.  lodidi, 

ordered  for  inunction  over  spleen  in  place  of  the  Tinct.  lodi. 

The  blood-count  does  not  show  the  improvement  maintained 
which  the  second  reading  promised.  The  haemoglobin  has 
fallen  to  40  per  cent.,  the  haemocytes  to  52  per  cent.,  and 
the  white  corpuscles  ai*e  to  the  red  as  1  to  7.  The  relative 
amounts  of  the  different  varieties  of  white  corpuscles  remain 
as  before. 

12th. — The  patient  feels  stronger,  the  diarrhoea  has 
stopped,  and  he  has  gained  7  lbs.  in  the  last  week.  Urine 
contains  a  large  amount  of  phosphates  and  some  urates,  no 
albumen. 

19th. — During  the  last  week  the  temperature  has  shown 
considerable  evening  rise,  reaching  from  100  to  100*6°. 
The  haemoglobin  is  still  40  per  cent.,  but  the  haemocytes 
only  number  46  per  cent.,  whilst  the  proportion  of  white  to 
red  is  now  1  to  20.  The  patient  still  considers  himself 
improving,  and  has  gained  another  2J  lbs.,  in  all  9^  lbs. 
since  admission. 

January  1st. — Improvement  maintained,  no  noteworthy 
alteration  in  general  condition;  weight  9  stone  1^  lbs. 

Patient  gets  up,  and  is  able  to  walk  about  the  ward. 

8th. — Has  gained  another  5  lbs.  Blood-count :  haemo- 
globin 50  per  cent. ;  haemocytes  55  per  cent.,  white  to  red 
as  1  to  25,  showing  a  considerable  improvement.  Examina- 
tion and  measui-ement  of  abdomen  show  little  if  any  altera- 
tion ;  what  there  is  is  on  the  side  of  increase,  and  the 
superficial  veins  are  a  little  dilated.  Temperature  ranges 
between  normal  morning  and  99*5°  evening. 
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January  16tli. — There  has  been  a  slight  return  of  the 
diarrhoea  with  some  oedema  of  legs,  but  the  weight  still 
increases,  and  is  now  9  stone  10^  lbs.  The  ointment  has 
caused  a  pustular  dermatitis,  and  has  been  discontinued. 
He  is  now  taking  Liq.  Arsenicalis  tilviij  three  times  a  day. 
The  blood-count  gives  hssmoglobin  60  per  cent.,  hsemocytes 
60  per  cent.,  and  white  corpuscles  1  to  30. 

There  has  been  for  the  last  few  days  a  slight  congestion  of 
the  bases  of  the  lungs  and  some  cough,  but  the  temperature 
is  lower,  being  practically  normal.  The  subsequent  progress 
was  uneventful  until  the  night  of  January  21st,  when  the 
patient  suddenly  died,  without  having  manifested  any  un- 
usual symptoms.  The  looseness  of  the  bowels  continued,  and 
the  day  before  death  there  had  been  seven  evacuations,  but 
the  strength  did  not  appear  greatly  reduced  in  consequence. 

No  post-mortem  examination  was  permitted. 

Case  20.  Idiopathic  muscular  atrophy  with  Raynaud's 
disease  ;  death  from  pneumonia. — Mary  S — ,  single,  aet.  33, 
was  admitted  December  21st,  1896,  under  the  care  of  Dr. 
Ferrier,  complaining  of  general  weakness. 

There  is  a  family  history  of  phthisis  on  the  mother's  side, 
no  history  of  any  paralytic  or  nervous  affection.  When 
quite  a  young  child  she  had  scarlet  fever  followed  by 
dropsy,  and  at  fourteen  she  had  acute  rheumatism.  She 
says  she  has  had  three  attacks  of  measles,  the  last  two  of 
which  were  very  severe.  About  six  years  ago  she  had 
influenza.  She  had  considerable  pain  in  the  small  of  the 
back  during  the  attack,  and  since  then  she  has  never  been 
entirely  free  from  it,  though  it  has  not  troubled  her  much. 
For  the  last  five  years  her  fingers  and  hands  have  been 
cold  and  numb.  She  thinks  that  it  was  quite  five  years 
ago  that  her  back  first  became  weak,  and  in  the  last  three 
years  she  has  become  very  weak  in  the  neck  and  shoulders. 
During  the  last  year  the  legs  and  arms  have  been  affected, 
but  she  has  been  able  to  walk  fairly  well  until  quite  re- 
cently ;  but  now  on  occasions  she  loses  sensation  in  her 
feet  and  legs,  and  feels  as  though  walking  on  air.  At  other 
times  she  has  felt  giddy  and  reeled,  on  one  occasion  has 
even  fallen  in  the  street^  though  without  losing  conscious- 
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ness.  Now  she  has  no  power  to  get  up  off  the  ground 
without  assistance.  She  has  lost  much  flesh,  but  has 
suffered  little  or  no  pain.  The  spots  on  her  face  and  neck 
have  been  gradually  coming  for  the  last  three  years. 

On  admission, — She  is  a  much  emaciated  woman  with  an 
anxious  expression.  The  face  and  neck  are  covered  with 
small  areas,  each  about  the  size  of  a  pea,  of  dilated  venules. 
Speech  thick  but  intelligible.  Muscular  system  :  the 
muscles  in  almost  every  part  and  on  both  sides  of  the 
body  show  great  wasting,  the  upper  part  of  the  body  to  a 
somewhat  greater  extent  than  the  lower.  The  patient  can 
only  walk  slowly  and  with  difficulty,  and  has  not  the  power 
of  holding  her  head  erect,  keeping  it  thrown  backwards ; 
if  she  allows  it  to  fall  forwards  on  the  chest  she  cannot 
straighten  it  naturally,  but  has  to  jerk  it  upwards,  so  that 
the  momentum  may  carry  it  to  its  original  position.  She 
cannot  maintain  herself  in  a  sitting  posture  unless  allowed 
to  dangle  her  legs  over  the  edge  of  the  bed,  and  placed  on 
her  side  on  the  floor  she  is  quite  powerless  to  raise  herself 
or  to  turn  over,  and  cannot  even  support  herself  on  her 
elbows,  nor  on  her  hands  and  knees.  Placed  kneeling  she 
can  just  put  her  foot  on  the  ground  in  front  of  her,  but 
cannot  rise.  The  muscles  of  the  shoulders  are  very  much 
atrophied.  She  cannot  shrug  her  shoulders  or  put  her  hand 
on  her  head,  and  the  rotation  of  the  scapula  and  dropping 
of  the  shoulder  typical  of  advanced  paralysis  of  the  trapezius 
are  present.  In  the  hands  and  legs  most  of  the  movements 
can  be  performed,  but  only  very  feebly.  Taking  the 
muscles  in  detail,  the  face  shows  very  little  evidence  of 
weakness ;  possibly  the  zygomatici  and  elevators  of  the 
upper  lip  are  a  little  weak,  but  by  no  means  paralysed. 
Ocular  movements  and  movements  of  the  tongue  are  normal. 
The  palate  moves  well  with  phonation,  and  the  action  of  the 
vocal  cords  is  unimpaired,  so  that  only  the  area  of  distribu- 
tion of  the  external  branch  of  the  spinal  accessory  nerve  is 
involved.  The  sterno-mastoids  are  very  feeble  and  wasted, 
the  sternal  ends  being  a  little  the  stronger.  The  trapezius, 
levatores  anguli  scapul89,  rhomboids,  supra-  and  infra- 
spinatus, erectores  spinae,  latissimus  dorsi,  serratns  magnus, 
are  all  wasted  and  almost  absent,  their  actions  being  either 
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completely  wanting  or  represented  by  faint  fibrillary  con- 
tractions. The  pectorals  and  deltoids  show  a  feeble  action^ 
but  the  arms  cannot  be  held  out  at  a  right  angle,  and 
the  rounded  outline  of  the  shoulders  is  wanting.  The 
upper  arm  shows  great  wasting,  the  biceps  more  than  the 
triceps.  All  the  forearm  muscles  are  atrophied,  also  those 
of  the  hand,  but  all  the  movements  can  be  carried  out 
feebly.  In  the  legs  the  hip  muscles  act  fairly  well.  The 
flexors  of  the  thigh  are  more  paralysed  than  the  extensors. 
The  hamstrings  are  very  weak.  Dorsal  flexion  is  well 
performed.  The  sphincters  are  unaffected.  The  diaphragm 
acts  well.      The  knee-jerks  are  present  and  normal. 

Electrical  reactions. — Slight  reaction  can  be  obtained 
from  most  of  the  muscles  on  faradic  and  galvanic  stimula- 
tion, the  loss  being  about  equal  to  both  currents.  The 
trapezii  do  not  react  at  all,  and  in  the  upper  arm  the 
biceps  barely  reacts,  the  stimulation  going  through  to  the 
triceps.  The  muscles  of  the  lower  extremities  react  better 
and  to  a  weaker  current  than  those  of  arms  and  shoulders. 
The  hands  are  cold  and  numb,  and  dusky  in  colour,  rather 
swollen  without  being  oedematous,  and  there  is  little  sensa- 
tion in  the  fingers.  On  holding  them  up  above  the  head 
they  become  white,  and  pass  into  a  condition  of  "  local 
syncope.''  No  pulse  is  to  be  felt  in  the  radial  or  brachial 
arteries,  and  very  slightly  in  the  axillary.  There  are  a  few 
raised  tender  erythematous  patches,  having  the  appearance 
of  chilblains,  on  the  elbows  and  dorsal  aspects  of  the  first 
phalangeal  joints,  otherwise  there  is  no  pain  or  tenderness. 
Heart-  and  lung-sounds  normal. 

The  subsequent  history  is  of  gradual  extension  of  the 
paralysis  and  progressive  loss  of  strength.  For  the  condi- 
tion of  the  hands  nitro-glycerine  was  tried,  but  with  only  very 
temporary  improvement.  With  the  hands  hanging  down  five 
minutes  after  the  administration  of  gr.  j^  of  nitro-glycerine 
a  faint  pulse  could  be  felt  at  the  wrist,  and  the  blue  colour 
changed  to  red,  but  on  raising  the  arm  the  pulse  at  once 
disappeared.  No  subjective  sensations  were  produced  by 
even  larger  doses,  and  the  improvement  only  lasted  a  few 
minutes.  The  spots  on  the  face  showed  no  change.  Liq. 
Trinitrini  was  prescribed,  and  massage  and  faradism  to  the 
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muscles,  the  hands  being  kept  wrapped  in  cotton  wool. 
The  temperature  remained  throughout  the  disease  per- 
sistently subnormal,  for  days  together  not  reaching  97°,  and 
from  December  26th  till  three  days  before  death  it  only 
twice  reached  the  normal.  There  was  little  or  no  disturb- 
ance of  other  functions  ;  the  bowels  were  regular,  the  urine 
normal  in  all  respects^  and  menstruation  was  present  though 
somewhat  scanty  and  irregular. 

By  January  25th  the  diaphragm  began  to  show  signs  of 
weakness,  and  the  knee-jerk  was  only  obtainable  on  rein- 
forcement. The  patient  was^  however,  still  able  to  get 
about  the  ward  a  little. 

February  6th. — The  action  of  the  diaphragm  is  now  very 
feeble,  but  there  is  no  recession  of  the  abdominal  wall  on 
inspiration.  The  condition  of  the  hands  much  the  same. 
The  feet  are  in  a  similar  state,  but  are  not  so  badly 
affected.  The  wrist-joints  are  becoming  stiff,  and  forced 
action  gives  rise  to  pain.  The  trapezius,  scapular  muscles, 
deltoid,  biceps,  supra-  and  infra-spinatus  do  not  react  to 
electrical  stimulation,  either  faradic  or  galvanic,  up  to 
twenty  cells.  The  patient  has  had  one  or  two  fainting  fits. 
March  5th. — Condition  remains  the  same,  but  patient  is 
weaker  and  is  confined  to  bed.  She  complains  of  pain  in 
the  finger  tips,  the  skin  of  which  has  sloughed  in  two  or 
three  places,  forming  small  ulcers.  Thyroid  tablets  have 
been  tried  with  no  effect. 

The  diaphragm  no  longer  acts,  breathing  being  entirely 
thoracic  ;  there  is  no  dyspnoea.  The  muscles  of  the  thighs 
and  legs  still  react  faintly  to  electricity,  but  very  little 
result  is  obtained  in  the  upper  arms  and  shoulders  to  a 
current  strong  enough  to  cause  pain.  The  triceps  still 
reacts,  however,  with  the  flexors  and  extensors  of  the  wrists, 
the  supinator  longus  and  intrinsic  muscles  of  the  hand. 
Eyes,  tongue,  face,  palate,  and  vocal  cords  remain  as  before. 
The  mental  condition  is  quite  unchanged.  This  condition 
persisted  till  April  7th,  when  the  temperature  rose  to  98*6  . 
On  the  following  day  it  was  99°,  and  a  slight  friction  sound 
was  heard  at  the  right  base  behind,  with  some  consonating 
crepitations.      The    breathing    was     quick     and     laboured, 
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coughing  being  almost  impossible  from  weakness  of  the 
respiratory  muscles. 

April  9th. — The  temperature  rose  to  102°,  and  there  was 
some  patchy  tubular  breathing  at  the  right  base.  Patient 
became  unconscious  and  died  on  April  10th,  nearly  four 
months  after  admission. 

Post-mortem  report, — The  right  lung  showed  some  scat- 
tered patches  of  pneumonia  at  the  base.  The  apices  of  both 
were  emphysematous.  The  spleen  was  large  and  fibrous. 
The  kidneys  were  slightly  granular.  The  spinal  cord  was 
removed  and  sent  down  to  the  laboratory  at  the  College  for 
examination. 
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Note. — Full  antiseptic  precautions  are  carried  out  as  far  as  is  possible  by  the 
midwifery  attendant,  who  sees  the  patient  every  day  for  the  first  five  days  of 
the  puerperiuni,  and  takes  leave  of  her  on  the  tenth.  The  assistant  resident 
accoucheur  sees  every  case  confined  in  the  maternity  once  at  least,  generally 
from  the  third  to  the  fifth  day.  Should  the  midwifery  attendant  report  a  tem- 
perature of  over  100°  F.,  the  assistant  accoucheur  sees  the  patient  daily  until  it 
becomes  normal. 

All  cases  of  sepsis  are  thus  noted,  and  placed  in  the  annual  obstetric  report. 


Total  number  of  cases  attended  during  the  year  =  549, 
with  no  maternal  death. 

Cases  in  which  interference  was  necessary,  or  in  which 
some  abnormal  condition  was  observed  during  pregnancy, 
labour,  or  puerperium  : 

Version  performed  for  shoulder  presentation  in 
„  „  for  marginal  placenta  prae- 

via  in  . 

Application  of  the  forceps  in 
Retained  placenta  necessitating  introduction  of 

hand  into  the  uterus  in 
Adherent  membranes  in . 
Ruptured  periuEeum  in    . 
Post-partum  heamorrhage  in 


1  case. 


X 

3i 

.      5 

cases. 

1 

2 

)) 

.      2 

ji 

.      6 

)> 

.      1 

case. 
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Cases  attended  during  the  year — continued : 

Puerperal   eclampsia   (intra-    and  post-partum) 

(vide  p.  221)  in  . 

Impacted  fibroid  complicating  pregnancy  {vide 

p.  221)  in  .  .  .  . 

Induction   of   premature  labour  for  malignant 

disease  of  rectum  {vide  p.  222)  in 


11  cases. 


1  case. 


20  cases. 


.  531 

cases. 

1 

case. 

2 

cases. 

2 

)> 

1 

case. 

537 

cases. 

During  the  puerperium  convalescence  was  delayed  by  an 
attack  of  parametritis  in  1  case  ;  no  further  septic  morbility 
occurred. 

Total  number  of  children  born  at  or  about  term  =  552 ; 
546  labours  resulting  in  single  births,  and  3  in  twin  births. 
The  mode  of  presentation  in  the  single  births  was  by  the 
vertex  in  537  cases,  viz.  : 
Simple  vertex  in 
Vertex  with  hand  in 
Occipito-posterior  presentation  in 
Face  in 
Brow  in 


The  breech  presented  in  10  cases,  2  at  seven  months  or 
slightly  over  ;  both  of  these  were  born  alive,  but  one  suc- 
cumbed in  six  hours.      One  full-term  child  was  still-born. 

The  hand  and  foot  presented  in  1  case,  the  feet  being 
brought  down. 

Both  feet  presented  in  2  cases  (both  children  alive). 

A  shoulder  presented  in  1  case,  necessitating  version,  the 
child  being  still-born. 

The  placenta  presented  in  1  case,  version  was  performed  ; 
the  child  was  still-born. 

The  mode  of  presentation  of  the  twin  births  was — 

(1)  First  child,  V.F.A.  ;-^  second  child,  Y.F.A. 

(2)  „  V.M.A.;  „  Br.M.A. 

(3)  „  V.M.A. ;  „  V.M.A. 
There  was  one  case  of  hypospadias. 

Seven  cases  of  abortion  were  attended. 
*  V.  =  vertex.    Br.  =  breech.    F.  =  female.    M.  =  male.    A.  =  alive.    D.  =  dead. 
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A  case  of  puerperal  eclampsia  occurring  intra-  and  post- 
partum (1896,  Hospital  No.  1990).— Mary  Elizabeth  D— , 
set.  34,  with  seven  children,  was  admitted  into  King's 
College  Ward,  under  Dr.  Playfair,  October  16th,  1896. 
Her  previous  labours  had  been  normal.  For  the  last  week 
or  ten  days  she  has  complained  of  headache  and  dimness  of 
vision,  and  her  ankles  and  feet  have  been  a  little  swollen. 
On  the  morning  of  October  16th  her  eighth  labour  com- 
menced at  full  term  ;  progress  was  normal  until  the  head 
was  on  the  perinaaum,  when  she  had  an  attack  of  eclampsia, 
quickly  followed  by  two  others.  She  was  admitted  im- 
mediately after  labour  was  terminated.  She  was  in  a 
semi-conscious  condition,  and  could  be  roused  to  answer 
questions  ;  during  the  ensuing  night  she  had  several  short 
epileptiform  attacks  with  complete  coma  between  them. 
The  pulse  was  regular  and  of  high  tension ;  there  was  a 
faint  systolic  apical  and  basic  murmur.  Albumen  was 
present  in  the  urine  ;  HNO3  gave  a  thick  ring.  The 
bowels  were  freely  opened  with  castor  oil  and  elaterium  ; 
chloral  and  bromide  of  potash  were  given  every  four  hours. 
The  patient  was  placed  in  a  wet-pack,  and  transfusion  of 
normal  saline  solution  into  the  right  median  basilic  vein 
was  carried  out. 

The  next  day  no  fits  occurred  after  1.30  a.m.  There  is 
still  defective  eyesight,  she  being  unable  to  count  fingers 
when  held  up.  Hs^maturia.  By  the  28rd  the  haematuria 
had  ceased,  but  half  albumen  was  present,  and  on  the  30th 
she  was  considered  convalescent. 


A  case  of  malignant  growth  of  the  rectum  complicating 
pregnancy  ;  induction  of  premature  labour;  subsequent  co- 
lotomy  and  extirpation  (1897,  Hospital  No.  909). — Kate  S — , 
set.  38,  married,  with  seven  children,  the  last  eighteen 
months  ago,  was  first  seen  by  Dr.  John  Phillips  April  24th, 
1897,  as  an  out-patient.  She  was  eight  months  pregnant, 
and  for  some  time  had  noticed  increasing  difficulty  in  defeca- 
tion. Two  months  ago  she  had  a  sharp  haemorrhage?  from 
the  bowel  ;  this  has  recurred  during  the  past  three  or  four 
days.      She  is  losing  flesh,  and  finds  that  purgatives  give  her 
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much  tenesmus  without  relieving  the  constipation.  No  his- 
tory of  specific  disease. 

On  hypogastric  examination  the  foetal  tumour  reaches 
about  a  hand's  breadth  above  the  navel ;  foetal  heart  heard, 
and  foetal  parts  made  out.  Vaginal  examination  shows  the 
usual  pregnancy  signs,  and  the  vertex  presenting ;  distinct 
encroachment  of  a  growth  in  the  rectum  on  the  sacral 
hollow. 

Per  rectum. — There  is  a  well-marked  hard  growth  occupy- 
ing the  whole  of  the  rectal  wall  ;  it  is  most  marked  on  the 
posterior  portion.  On  passing  the  finger  through  the  orifice 
of  the  stricture  healthy  mucous  membrane  can  be  felt 
beyond.  Purulent  blood-stained  material  followed  the  with- 
drawal of  the  finger.  No  enlargement  of  glands  can  be 
made  out.  There  is  well-marked  oedema  of  the  legs  and 
lower  abdomen,  but  no  albuminuria. 

May  5th,  1897. — She  was  admitted  into  King's  College 
Ward  under  Dr.  John  Phillips  ;  the  perinaeum  was  well 
cleansed  with  1  in  1000  mercurial  solution,  and  the  rectum 
carefully  plugged  with  pink  gauze.  After  an  antiseptic 
vaginal  douche  of  1  in  2000  had  been  given,  a  No.  8  solid 
bougie  was  passed  between  the  membranes  and  uterine  wall 
at  4.55  p.m.      The  vertex  was  found  presenting. 

11th,  4.30  p.m. — Pains  have  been  appearing  at  night,  and 
ceasing  during  the  day  since  the  9th  inst.  The  cervix 
admits  three  fingers,  and  is  thinned  out  and  softened. 
Labour  terminated  at  8.30  p.m.  on  May  12th,  seven  days  after 
the  introduction  of  the  bougie.  The  child  was  alive  ;  there 
was  no  difiiculty  with  the  placenta.  The  patient  made  an 
afebrile  recovery.  She  was  transferred  to  the  surgical  wards, 
where  colotomy  was  subsequently  performed,  and  then  the 
rectum  extirpated  after  Kraske's  method  with  a  good  result 
(vide  ^,128). 

A  case  of  pregnancy  complicated  hy  impacted  fibro -myoma  ; 
reposition ;  subsequent  labour  at  term  (1897,  Hospital 
No.  1448). — Mrs.  W — ,  aet.  39,  married  five  and  a  half 
years,  was  admitted  July  21st,  under  Dr.  John  Phillips. 
Her  last  normal  period  was  from  February  20th  to  24th, 
since  which  latter  date  she  has  had   amenorrhoea.      A  few 
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days  after  missing  her  first  period  slie  began  to  have  a 
feeling  of  pelvic  weight  and  pain  in  the  lower  abdomen, 
especially  when  she  attempted  to  assume  the  erect  posture. 
A  constant  desire  to  micturate  led  her  to  seek  advice,  and 
she  was  advised  that  an  operation  was  necessary  owing  to 
the  presence  of  a  tumour  which  would  impede  delivery.  On 
admission  she  was  found  to  be  5  feet  5  inches  in  height,  and 
with  normal  pelvic  measurements.  The  abdomen  was  occu- 
pied by  a  soft  semi- elastic  swelling,  having  all  the  characters 
of  the  pregnant  uterus  ;  it  was  not  freely  mobile  ;  dulness  over 
the  swelling  reached  1^  inches  above  the  umbilicus.  Vaginal 
examination  showed  the  pelvic  inlet  almost  entirely  occu- 
pied by  a  fixed,  hard,  smooth,  rounded  growth ;  there  was 
just  room  to  admit  the  examining  finger  between  it  and  the 
symphysis  pubis,  where,  high  up  the  softened  cervix  is  felt. 

22nd. — An  anaesthetic  was  given,  and  after  firm  pressure 
per  rectum  in  an  upward  and  forward  direction  the  tumour 
passed  suddenly  above  the  pelvic  brim.  The  cervix  shortly 
descended,  and  was  found  in  mid-pelvis. 

Subsequent  note. — The  tumour  rose  with  the  increasing 
pregnancy,  being  situated  near  the  fundus  uteri;  she  was 
delivered  at  full  term  December  1st,  1897,  the  child  pre- 
senting by  the  breech  and  weighing  llj  lbs.;  the  labour 
was  prolonged  and  the  child  still-born.  The  placenta 
weighed  2f  lbs.       She  made  an  easy  and  afebrile  recovery. 
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SUMMARY  OF  CASES   IN  THE  GYNECO- 
LOGICAL WARDS. 

By  JOHN  PHILLIPS,  M.A.,  M.D. 

Total  number  of  cases  admitted  from  October  1st,  189t)_,  to 
September  30th,  1897  =  222,  viz.  into  King's  College 
Ward,  147  ;   into  Todd  Ward,  75. 

Fatal   Cases  : 

(a)    King's  College  Ward  =  4. 

(1)  1897,  Hosp.  No.  321.      Exhaustion  after  opera- 

tion for  fibro-myomata. 

(2)  1897,  Hosp.   No.    323.       Sepsis   after    operation 

for  pyosalpinx. 

(3)  1897,  Hosp.  No.    707.      Sepsis  after  double  ova- 

riotomy. 

(4)  1897,  Hosp.  No.  786.      Shock   after   abdominal 

hysterectomy. 

((5)    Todd  Ward  =  3. 

(1)  1896,   Hosp.   No.    2074.       Shock    after    double 
"  '  oophorectomy. 

(2)  1897,   Hosp.    No.    279.      Intestinal    obstruction 

after  abdominal  hysterectomy. 

(3)  1897,  Hosp.  No.  1484.      Shock  after  laparotomy. 


A.   Summary  of  Abdominal  Sections. 


1.  Ovarian  cysts  (simple  and  compound)    .         .         .         . 

2.  Removal  of  both  ovaries  and  tubes  for  malignant  dis- 

ease (not  cystoma)  ...... 

3.  Disease  of  Fallopian  tubes  (hiemato-  and  pyo-salpinx)    . 

4.  Hysterectomy  for  fibro-myoma       .         .         .         .         . 

5.  Removal  of  ovaries  and  tubes  (or  bleeding  fibro-myonia 

6.  Hysterectomy   for  axial  rotation    of   pregnant   double 

uterus      

7.  Ventral  fixation  tor  prolapsus  uteri        .... 


Recovered. 
.     10      . 


Died. 
1 

0 

1 

2 
1 

1 

0 


Total. 

.  11 

.  1 

.  4 

.  4 

.  4 

.  1 

.  1 


20 


26 
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1.  Ovarian  cysts. 

Multilocular  ovarian  cystoma  and  perinephritic  cyst  (1896, 
Hospital  No.  2237.) — Phoebe  B — ,  aet.  27,  married,  with  one 
child  four  years  ago,  was  admitted  November  l8th,  1896. 
Since  the  birth  of  her  child  has  always  suffered  from  a 
gnawing  pain  over  the  right  hip  and  loin,  which  is  steadily 
getting  worse.  Six  weeks  ago  she  had  an  attack  of  pleurisy, 
and  during  it  Dr.  Dwyer  noticed  a  large  swelling  in  the 
right  loin.  She  has  had  two  severe  attacks  of  pain  in  this 
region  since,  with  nausea  and  vomiting. 

The  patient  is  a  well-nourished,  pale  brunette,  with  puffy 
face  and  unhealthy  aspect.  The  tongue  is  dirty  and  the 
breath  offensive.  The  urine  was  found  to  be  normal.  On 
examining  the  abdomen,  the  right  loin  and  iliac  region  and 
the  left  iliac  fossa  are  filled  by  a  bilobed  swelling  ;  the 
upper  portion,  separated  by  a  sulcus,  is  found  to  fill  the 
right  side ;  it  is  semi-elastic  and  non-fluctuant,  with  a 
distinct  rounded  edge.  The  lower  portion  occupies  the 
whole  hypogastrium,  and  is  rounded,  deeper  down,  and 
distinctly  fluctuant.  The  two  swellings  are  connected, 
though  not  by  intimate  attachments.  The  case  was  con- 
sidered to  be  one  of  large  multilocular  ovarian  cyst  compli- 
cated by  a  pyo-  or  hydro-nephrosis. 

Operation  (January  5th,  1897). — The  abdomen  was  opened 
by  a  2-inch  incision  in  the  median  line.  No  ascitic  fluid 
escaped.  The  peritoneum  was  found  generally  adherent  to 
the  left-sided  tumour.  The  opening  was  slightly  enlarged, 
and  the  hand  introduced  into  the  peritoneal  cavity ;  easily 
broken-down  adhesions  were  found  uniting  the  two  tumours. 
The  tumour  on  the  left  side  was  adherent  to  the  descending 
colon,  mesentery,  caecum,  and  bladder,  and  arose  from  the 
left  ovary.  The  tumour  was  multilocular,  each  cyst  being 
tapped.  The  tube  was  much  distended,  and  its  fimbriated 
end  attached  closely  to  the  cystoma.  It  contained  four 
ounces  of  pus.  The  pedicle  was  ligatured  in  three  portions 
and  the  growth  cut  away.  The  right  ovary  and  tube  were 
healthy,  and  therefore  left.  It  was  considered  advisable  to 
close  the  abdomen  and  attack  the  renal  tumour  from  the 
loin  at  a  later  date.      The  patient  made  an  easy  recovery. 
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Subsequently  the  patient  was  transferred  to    the    surgical 
wards,  and  the  cyst  near  the  right  kidney  was  removed^ 
but  its  attachments  could  not  be  clearly  defined. 
Operator. — Dr.  John  Phillips. 

Right  multilocular  ovarian  cyst ;  left  suppurating  ovarian 
cyst  J  pyosalpinx  (1896,  Hospital  No.  2266). — Jane  C — j 
aet.  45,  married,  with  one  child  twenty  years  of  age,  was 
admitted  November  21st  for  much  abdominal  pain  and 
swelling.  Eighteen  months  ago  she  had  been  seized  with 
much  sickness  and  hypogastric  pain,  and  Dr.  Konald 
Russell,  her  medical  attendant,  had  found  a  tumour  occu- 
pying the  lower  abdomen.  It  increased  slowly,  and  finally 
prolonged  constipation  led  her  to  seek  relief.  She  is  losing 
flesh  fast,  and  is  constantly  sick.  On  examination  a 
smooth,  semi-fluctuant,  fixed,  rounded  tumour  can  be  felt 
filling  up  the  right  iliac  fossa  and  reaching  to  three  fingers' 
breadth  above  the  umbilicus.  In  the  left  iliac  fossa  is  a 
fixed  globular  swelling  the  size  of  a  cocoa-nut,  apparently 
unconnected  with  the  tumour  on  the  right  side. 

Per  vaginam. — The  cervix  is  thickened  and  hypertrophied 
looking  directly  downwards  and  forwards.  The  uterus  is  re- 
tro verted  and  fixed.  The  sound  passes  directly  backwards 
2|  inches.      There  is  a  haemorrhagic  discharge  going  on. 

Operation  (December  12th,  1896). — After  the  usual  pre- 
paration the  abdomen  was  opened  by  a  4-inch  incision. 
A  pinkish  coloured  cyst,  adherent  to  the  peritoneum,  intes- 
tines, and  appendix,  was  seen ;  these  adhesions  were 
carefully  broken  down.  During  the  extraction  of  the 
growth  the  cyst  wall  burst,  and  a  quantity  of  grumous 
material  escaped  into  the  peritoneal  cavity  ;  the  pedicle  was 
ligatured  in  three  pieces,  and  the  mass  cut  away.  The 
tumour  on  the  left  side,  consisting  of  the  ovary  and  dilated 
tube,  was  ligatured  and  removed.  The  peritoneal  cavity 
was  washed  out  with  warm  boracic  acid  lotion,  a  glass 
drainage-tube  inserted,  and  the  abdomen  closed. 

Examination  of  parts  removed. — On  right  side  was  a  multi- 
locular ovarian  cyst  with  large  areas  of  solid  material 
(fibrous).  The  largest  cyst,  which  was  adherent  to  the 
sacral   hollow,   had  a  large    ragged    opening,  and   its   walls 
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were  soft  and  like  blotting-paper.  The  tube  was  thickened 
and  elongated  (8  inches),  otherwise  healthy.  On  left  side 
the  tube  was  distended  with  yellow  grumous  pus,  and 
dilated  sufficiently  to  admit  the  little  finger.  The  ovary 
was  the  size  of  a  large  orange,  unilocular,  and  contained  the 
same  material  as  the  tube. 

The  patient  made  an  easy  recovery,  and  when  last  seen 
(June  5th,  1897)  was  in  perfect  health. 

Operator. — Dr.  John  Phillips. 

Multilocular  ovarian  cyst  (1896,  Hospital  No.  2401). — 
Elizabeth  S — ,  89t.  48,  single,  was  admitted  December  10th 
for  abdominal  tumour.  A  year  ago  the  patient  noticed  a 
swelling  in  the  lower  part  of  the  abdomen,  which  slowly 
increased  in  size.  She  complained  of  no  pain.  The  cata- 
menia  are  regular,  but  becoming  more  scanty.  In  March, 
1896,  and  again  just  before  admission  she  spat  up  blood, 
and  was  told  her  heart  was  weak. 

The  cardiac  dulness  extends  from  the  fourth  to  the 
seventh  rib.  The  apex-beat  is  in  the  fifth  interspace  ; 
impulse  diffuse.  There  are  mitral  praesystolic  and  systolic 
murmurs.  There  is  slight  oedema  of  both  ankles.  N© 
albumen.  The  whole  abdomen  is  occupied  by  a  large 
fluctuating  swelling ;  dulness  over  the  tumour,  resonance  in 
the  flanks.      The  uterus  is  small  and  mobile. 

Operation  (December  17th). — The  abdomen  was  opened 
in  the  usual  situation  and  the  cyst  tapped,  twenty  pints  of 
fluid  being  drawn  off.  Some  smaller  secondary  cysts 
(thirty  to  forty  in  number)  were  untouched.  The  pedicle 
was  ligatured  in  three  pieces,  and  the  left  ovary  and  tumour 
cut  away.  The  right  ovary  was  much  enlarged,  and  con- 
tained several  cysts  the  size  of  a  hazel-nut ;  it  was  removed 
with  its  tube.  The  patient  did  well,  the  pulse,  however, 
remaining  fast  (130  to  140  per  minute)  until  the  sixth  day  ; 
a  slight  pulmonary  oedema  cleared  up  rapidly  on  discharge ; 
the  heart- sounds  remained  as  on  admission. 

Operator. — Dr.  Playfair. 

Ovarian  dermoid  cyst  (1897,  Hospital  No.  59). — Edith 
S — ,  set.  34,  married,  with  nine  children,  the  last  born 
thirteen  months  ago,  was  admitted  for  profuse  ha3morrhage 


228  Report  of  Obstetrical  Department. 

October  1st,  1896.  The  patient  was  quite  well  and  regular 
up  to  August  9th,  1896,  when  she  began  to  menstruate,  but 
the  loss  has  continued  ever  since.  On  September  19th, 
after  doing  a  heavy  day's  work,  she  lost  a  great  quantity 
of  blood  and  clots,  and  felt  very  faint.  The  haemorrhage 
recurred  seven  days  later  and  again  four  days  after.  On 
examination  a  smooth,  firm,  rounded  swelling,  about  the 
size  of  a  foetal  head,  in  the  median  line,  was  felt  cropping 
up  above  the  pelvic  brim.  Bimanually  a  freely  mobile 
mass  is  felt,  with  semi-elastic  sensation  to  the  touch.  The 
sound  passes  directly  backwards,  but  apparently  not  into 
the  tumour.  The  patient  was  discharged  after  a  stay  of 
twenty-one  days.  She  was  readmitted  January  5th,  1897, 
with  a  recurrence  of  flooding. 

Operation  (January  12th). — The  abdomen  was  opened, 
and  the  tumour,  which  was  a  dermoid  cyst  of  the  left  ovary, 
was  removed.  The  contents  consisted  of  hair,  teeth,  and 
plates  of  cartilage.  The  patient  made  a  good  recovery,  and 
has  had  no  return  of  the  haemorrhages. 

Operator. — Dr.  Playfair. 

Multilocular  ovarian  cyst  (1897,  Hospital  No.  221). — 
Mary  S — ,  aet.  44,  married,  with  three  children,  was  always 
healthy  until  ten  weeks  before  admission,  when  she  com- 
plained of  swelling  of  the  abdomen  with  pain  in  the  right 
side.  Catamenia  always  regular  until  ten  months  ago, 
when  she  became  irregular,  having  six  weeks'  intervals 
between  the  losses. 

On  abdominal  examination  there  is  a  swelling  in  the  right 
iliac  region  extending  up  to  the  umbilicus  and  over  the 
median  line.  It  is  smooth  and  fluctuating.  Yaginal  exa- 
mination shows  the  cervix  very  soft,  the  os  uteri  externum 
gaping  and  admits  the  tip  of  the  examining  finger  ;  the 
cervix  is  prolapsed  and  hypertrophied.  The  sound  was 
passed  one  and  a  half  inches  beyond  normal,  backwards  and 
a  little  to  the  right. 

Operation  (March  1st,  1897). — An  incision  was  made 
about  three  inches  long  in  the  median  line  ;  the  tumour 
was  tapped  and  brought  up  to  the  wound ;  the  appendix 
and   bowel    was   found    adherent ;    the   pedicle    small    and 
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twisted  on  itself.     It  was  ligatured  and  cut  through  in  the 
usual  manner.     The  left  ovary  and  tube  were  found  healthy. 
The  patient  made  an  easy  recovery. 
Operator. — Dr.  Hayes. 

Ovarian  dermoid  cyst  (1897,  Hospital  No.  365). — Annie 
L — ,  88t.  35_,  married,  with  three  children_,  the  last  born  four 
years  ago,  was  admitted  February  13th,  1897,  for  abdominal 
swelling.  She  was  first  attended  in  July,  1896,  by  Dr. 
Huberfc  Dwyer  for  pain  in  the  left  side  ;  the  tumour  was 
then  found.  Since  then  there  has  been  gradual  increase  in 
size.  Catamenia  quite  regular,  always  scanty,  seven  days' 
loss,  and  no  pain.  She  is  losing  flesh,  and  a  slight  evening 
rise  of  temperature  has  been  noted. 

Per  hypogastrinm. — The  lower  abdomen  and  especially 
the  right  side  is  occupied  by  a  smooth,  mobile,  protuberant 
swelling,  which  reaches  to  within  two  inches  of  the  navel. 
There  is  dulness  over  the  whole  surface  on  percussion,  and 
a  sensation  of  fluctuation,  but  not  marked.  Vaginal  exa- 
mination shows  the  uterus  retroverted,  the  sound  passing 
three  and  a  quarter  inches  backwards  and  to  the  left ;  the 
swelling  lies  in  front  of  the  uterus,  and  in  the  right  fornix 
a  hard,  mobile  lump  the  size  of  a  Tangerine  orange  can  be 
made  out. 

Operation  (March  13th,  1897). — The  abdomen  was  opened 
in  the  median  line.  The  cyst  wall  appeared  as  a  greyish- 
white  surface,  but  on  introducing  the  hand  into  the  peritoneal 
cavity  no  ovarian  pedicle  could  be  found.  A  spurious  pedicle, 
much  twisted,  was  seen  passing  from  the  great  omentum  to 
the  tumour  ;  a  large  vein  traversed  this  spirally ;  a  firm 
adhesion  was  found  to  the  small  intestine  and  to  the  round 
ligament,  but  no  connection  with  either  Fallopian  tube  or 
ovary.  On  tapping  the  cyst  twenty-eight  ounces  of  very 
pultaceous  material  were  drawn  off  ;  the  adhesions  and 
spurious  pedicle  were  tied  and  the  cyst  removed.  On  open- 
ing its  cavity  it  was  found  that  several  pieces  of  bone  and 
cartilage  with  hairs  were  growing  in  its  walls.  The  right 
ovary  was  cystic,  and  was  therefore  removed.  The  patient 
made  an  uneventful  recovery. 

Operator. — Dr.  John  Phillips. 
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Unilocular  ovarian  cyst  (1897,  Hospital  No.  588). — Kate 
K — ,  89t.  33,  married,  with  four  children,  was  admitted 
March  23rd  with  ovarian  cyst  of  right  side,  the  size  of  an 
orange.  This  was  removed,  and  the  patient  made  a  good 
recovery.      (Dr.  Playfair.) 

Double  ovarian  cystoma  with  pelvic  contraction  (1897, 
Hospital  No.  707). — Matilda  C — ,  aet.  44,  single,  was  first 
admitted  March  30th  for  abdominal  swelling.  Six  months 
previously  she  had  noticed  that  her  abdomen  was  getting 
larger  ;  three  months  ago  she  had  a  sharp  attack  of  peri- 
tonitis. 

On  admission. — The  patient  was  found  to  be  distinctly 
rachitic,  both  lower  extremities  being  deformed,  the  femora 
and  tibiae  distinctly  curved  outwards.  Hypogastric  exami- 
nation showed  two  firm  globular  masses  in  the  right  ovarian 
region,  and  a  large  elastic  swelling  reaching  above  the  level 
of  the  umbilicus  on  the  left  side.  The  areolae  were  darkened, 
and  the  question  of  pregnancy  was  considered.  She  was 
discharged,  but  readmitted  on  May  8th,  1897.  The  uterine 
cavity  was  found  to  be  2  inches  long,  and  the  tumours  on 
both  sides  had  increased  considerably  in  size. 

Operation. — The  abdomen  was  opened  and  the  left-sided 
swelling  found  to  be  a  thin-walled  ovarian  cyst,  which 
ruptured  during  the  breaking  down  of  the  adhesions. 
The  pedicle  was  tied  and  cut.  A  piece  of  the  cyst  was 
found  so  intimately  adherent  to  small  intestine  that  it  was 
exsected,  and  after  being  thoroughly  cleansed  left  attached. 
The  tumour  on  the  right  side  was  a  thin-walled  multilocular 
cyst  of  the  ovary,  and  was  removed  without  difiiculty.  A 
glass  drainage-tube  was  inserted  and  the  abdomen  closed. 

The  patient  did  badly  from  the  first,  and  developed  signs 
of  intestinal  obstruction,  from  which  she  died  on  the  fifth 
day. 

Operator. — Dr.  Playfair. 

Ovarian  cystoma  (1897,  Hospital  No.  1007). — Leah  B — , 
aet.  24,  married,  with  no  children,  was  admitted  May  5th, 
1897.  The  left  ovary  was  slightly  cystic,  and  was  removed 
with  corresponding  tube.  The  patient  made  an  easy 
recovery.      (Dr.  Playfair.) 
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Multilocular  ovarian  cyst  (1897,  Hospital  No.  1462). — 
Ellen  S — ,  ddi.  27  and  single,  was  admitted  complaining  of 
swollen  abdomen.  She  has  noticed  the  swelling  for  four 
years  ;  up  to  two  months  growth  was  slow,  since  then  rapid. 
Catamenia  always  regular  and  painless.  Abdominal  exa- 
mination showed  a  large  fluctuating  swelling  reaching  three 
fingers^  breadth  above  the  level  of  the  navel ;  there  is  no 
bulging  in  the  flanks.  It  is  clearly  defined,  smooth,  and 
fairly  tense. 

Operation  (July  29th). — The  abdomen  was  opened  in 
the  median  line,  the  cyst  emptied  by  means  of  a  trocar, 
the  pedicle  transfixed,  and  the  tumour  with  the  left  ovary 
removed.  The  contents  were  thick,  viscid,  and  green  in 
colour. 

The  patient  made  an  easy  recovery. 

Operator. — Dr.  Hayes. 

Multilocular  ovarian  cyst  (1897,  Hospital  No.  1554). — 
Amelia  T — ,  aet.  23,  single,  a  tailoress,  was  admitted  August 
17th  for  abdominal  tumour.  She  has  noticed  the  swelling 
for  five  or  six  months,  but  has  experienced  no  pain  from  it 
except  when  sitting  down.  The  catamenia  have  been 
regular  up  to  two  months  ago,  since  then  increased  fre- 
quency. On  examination  of  the  breasts  the  areolae  look 
active,  but  there  are  no  superficial  blue  veins  to  be  seen  ; 
there  is  thick  mucous  discharge  from  the  left  nipple  on 
squeezing  the  breast.  The  abdomen  is  occupied  by  a 
smooth  swelling,  more  marked  to  the  right ;  the  upper  edge 
is  found  to  reach  three  fingers'  breadth  above  the  navel. 
No  foetal  heart-sounds  can  be  made  out. 

Per  vaginam. — No  hymen  present ;  the  vagina  is  patulous, 
but  the  cervix  not  softened.      No  sound  could  be  passed. 

Operation. — The  abdomen  was  opened  in  the  median  line. 
The  tumour  was  found  to  be  a  multilocular  ovarian  cyst  of 
the  right  side,  with  a  pedicle  8  inches  in  breadth  and  very 
short.  Some  troublesome  bleeding  took  place  from  a  vessel 
deep  down  in  the  pelvis,  otherwise  nothing  abnormal 
occurred.  The  abdomen  was  closed,  and  no  glass  drainage- 
tube  used.      The  patient  made  an  easy  recovery. 

Operator. — Dr.  John  Phillips. 
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2.   Ovarian  disease  other  than  cystoma. 

Sarcoma  of  both  ovaries  (1896,  Hospital  No.  2216). 
— Minnie  P — ,  aet.  26,  widow,  with  three  children,  was  first 
seen  by  Dr.  John  Phillips  September  29th,  1896,  when  she 
came  complaining  of  swelling  of  the  abdomen,  loss  of  flesh, 
and  some  indefinite  pain  in  the  lower  sacrum  and  in  both 
iliac  regions.  The  pelvic  organs  were  found  normal  ;  there 
was  some  general  tympanites.  A  month  later  a  marked 
change  was  found.  Ascitic  fluid  was  found  in  large 
quantity,  the  level  reaching  above  the  navel.  The  patient 
was  obviously  very  ill.  She  was  admitted  November  16th, 
1896,  and  three  days  later  the  abdomen  was  opened  and 
thirteen  pints  of  fluid  let  out.  The  right  ovary  was  found 
very  much  enlarged  (at  least  six  times  normal),  the  left  four 
times  normal.  Both  ovaries  and  tubes  were  removed.  The 
patient  did  fairly  well,  but  the  temperature  never  quite 
became  normal.  On  January  7th,  1897,  the  abdomen  was 
markedly  tympanitic,  and  a  recurrence  was  suspected.  The 
patient  subsequently  died  in  April. 

The  ovaries  were  found  on  microscopical  examination  to 
be  specimens  of  sarcoma. 

Operator. — Dr.  William  Playfair. 

3.  Diseases  of  Fallopian  tubes. 

1896,  Hospital  No.  2033.— Lily  McI— ,  married  eleven 
weeks,  set.  18,  with  no  children,  was  admitted  complaining 
of  pain  in  the  left  side  and  yellow  discharge.  The  pain 
came  on  three  weeks  before  admission,  and  is  of  an  aching 
character.  Vaginal  examination  showed  that  the  sound 
passed  in  a  little  shorter  distance  than  normal.  There  is  a 
definite  swelling  in  the  iposterior  cul-de-sac  with  some  degree 
of  a  ridge  which  reaches  to  behind  the  uterus.  The  swelling 
has  a  firm  serai-elastic  sensation,  and  extends  apparently  to 
the  right  side,  and  there  is  thickening  and  matting  together 
felt  in  the  right  broad  ligament;  the  left  broad  ligament 
is  free. 

November   20th,    1896. — The   abdomen    was  opened  and 
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the  right  tube  and  ovary  found  very  adherent ;  the  pedicle 
was  ligatured  and  cut  through.  The  left  tube  and  ovary 
were  found  diseased,  and  were  also  removed.  The  patient 
developed  a  somewhat  extensive  stitch  abscess  on  the  tenth 
day,  otherwise  convalescence  was  normal. 
Operator, — Dr.  Hayes. 

1896,  Hospital  No.  2267. — Jessie  H — _,  aDt.  29,  single,  was 
admitted  November  21st  with  the  following  history.  In 
June,  1894,  she  strained  herself  lifting,  suffered  much  pain 
in  her  left  side,  and  lost  a  quantity  of  blood  per  vaginam. 
The  pain  gradually  increased  in  severity,  especially  after 
treatment  by  a  pessary  for  supposed  retroversion.  Her  abdo- 
men became  more  tender,  and  for  six  weeks  she  has  been 
obliged  to  remain  in  bed.  Vaginal  examination  showed  the 
uterus  fixed  to  the  left  side,  and  the  roof  occupied  by  a  hard 
mass  of  irregular  shape. 

Operation  (December  1st). — The  abdomen  was  opened  in 
the  usual  situation.  The  left  Fallopian  tube  was  found 
adherent  and  much  distended,  the  swelling  being  3-J  inches 
long  and  14  in  diameter  :  the  pedicle  was  ligatured  and  the 
ovary  and  tube  removed.  The  right  tube  was  also  distended 
and  the  ovary  cystic — both  were  removed.  On  cutting  into 
the  tubes  a  pultaceous  material  was  found,  which  was 
considered  to  be  tubercular.  The  patient  made  a  normal 
recovery. 

Operator. — Dr.  Playfair. 

1897,  Hospitjil  No.  323.~-Mary  Ann  T— ,  set.  21,  married, 
with  one  child  born  two  years  and  five  months  ago,  was 
admitted  February  1st  complaining  of  pain  in  the  back  and 
right  side  with  occasional  blood-stained  rectal  discharge. 
Hypogastric  examination  gave  a  negative  result.  The  uterus 
was  found  completely  fixed,  the  roof  of  the  right  fornix 
being  occupied  by  a  hard  fixed  swelling  ;  the  left  fornix 
was  obliterated.  After  a  month^s  palliative  treatment  with- 
out any  improvement  the  abdomen  was  opened  in  the 
median  line,  and  the  adherent  ovaries  and  tubes  removed  ; 
both  the  latter  contained  pus.  A  gauze  drain-tube  was  left 
in    the    lower    angle    of    the    wound.      The    patient    rapidly 
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developed  septic  symptoms,  the  temperature  rising  to  104*8  F. 
and  the  pulse  to  150,  and  she  died  in  twenty-four  hours  after 
operation.  Post-mortem  examination  showed  general  septic 
peritonitis,  with  numerous  pockets  of  old  inflammation ;  the 
pelvic  connective  tissue  was  almost  cartilaginous  in  con- 
sistence in  many  places. 
Operator. — Dr.  Playfair. 

1897,  Hospital  No.  1400.— Emily  C— ,  get.  35,  married, 
with  no  children,  was  admitted  complaining  of  pain  and  a 
swelling  in  the  right  side.  The  lump  had  been  noticed 
twelve  months  ago ;  the  pain  is  of  a  dull  aching  character, 
and  is  worse  on  standing  or  walking.  Catamenia  were 
quite  regular  until  eight  months  ago,  since  then  scanty  and 
painful. 

Per  hypogastrium. — There  is  a  swelling  to  be  made  out 
reaching  about  as  high  as  the  umbilicus,  but  it  is  ill-defined 
owing  to  the  thickness  of  the  abdominal  wall.  Vaginal 
examination  shows  the  posterior  cul-de-sac  occupied  by  a 
large  swelling,  chiefly  on  the  right  side,  and  extending  into 
both  broad  ligaments  ;  it  is  smooth,  semi-elastic,  and  fluc- 
tuating. The  uterus  seems  tc  ride  on  the  tumour ;  the  sound 
passes  with  difiiculty  1  inch  above  normal. 

Operation  (March  9th). — The  abdomen  was  opened  in  the 
usual  situation.  A  large  cyst-like  body  was  found  in  the 
peritoneal  cavity,  of  a  somewhat  sausage  shape.  It  was 
attached  by  a  thin  pedicle  and  was  easily  extracted.  It 
contained  fluid.  Both  tubes  were  distended  ;  the  right 
ovary  was  cystic,  tlie  left  enlarged.  Both  ovaries  and  tubes 
were  removed  and  the  abdomen  closed.  The  patient  con- 
valesced without  any  bad  symptom. 

Operator. — Dr.  Hayes. 

4.  Hysterectomy  for  fihro-myoma. 

1897,  Hospital  No.  321.— Ellen  B— ,  ^t.  54,  married  for 
thirty  years  and  mother  of  two  children,  was  first  seen  in 
the  out-patient  department  on  December  12th,  1896,  for 
abdominal  swelling.  The  menopause  had  appeared  three 
years  ago,  and  since  then  the  growth  had  certainly  increased 
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in  size.  She  was  admitted  February  15th,  1897,  owing  to 
suffering  and  inconvenience.  On  examination  of  the  abdomen 
there  is  a  large  globular,  hard,  tender  swelling,  reaching  six 
fingers'  breadth  above  the  navel,  the  edge  is  well  defined 
and  the  surface  smooth.  There  is  dulness  over  the  whole 
tumour  and  resonance  in  the  flanks.  On  vaginal  examination 
the  cervix  is  drawn  out  of  the  pelvis  and  the  os  uteri 
externum  can  be  felt  as  a  transverse  slit  behind  the 
symphysis  pubis.  The  sound  can  be  passed  5^  inches 
directly  into  the  abdominal  tumour. 

Operation  (February  23rd). — A  median  incision  was  made 
from  near  the  xiphoid  cartilage  to  the  symphysis  pubis. 
The  tumour,  a  fibro-myoma,  was  turned  out  of  the  peritoneal 
cavity,  and  the  left  broad  ligament  ligatured  in  several 
portions.  The  right  broad  ligament  being  similarly  treated, 
the  vaginal  wall  was  incised  anteriorly  after  freeing  the 
bladder,  and  the  tumour  rapidly  separated  from  its  connec- 
tions. The  uterine  artery  of  the  right  side  was  clamped  per 
vaginam.  The  fibroid  uterus,  tubes,  and  ovaries  were  then 
removed  en  masse.  The  abdominal  walls  were  sutured  in 
three  layers.  Duration  of  the  operation  one  and  a  quarter 
hours.  The  gauze  from  the  vagina  and  the  clamp  were 
removed  in  forty-eight  hours.  The  patient  did  well  for 
three  days,  but  with  a  quickening  pulse  and  elevation  of 
temperature  she  developed  obscure  septic  symptoms ;  she 
succumbed  at  the  end  of  the  fifth  day.  A  post-mortem 
examination  showed  nothing  definite,  the  wound  and  peri- 
toneal interior  being  apparently  quite  healthy. 

Operator.-^Dr.  Wm.  Playfair. 

1897,  Hospital  No.  504.— Fanny  T— ,  set.  26,  single,  was 
admitted  for  a  rapidly  increasing  abdominal  swelling. 
Catamenia  always  regular,  profuse,  five  days'  duration,  dys- 
menorrhoea.  A  year  ago  the  patient  noticed  that  there  was 
a  swelling  in  the  right  iliac  region  ;  soon  after  monorrhagia 
commenced,  and  has  increased  continuously  since.  During 
the  past  four  months  the  haemorrhage  has  been  constant. 

A  very  tense,  non-fluctuating,  rounded  tumour,  reaching 
to  the  navel,  can  be  made  out ;  it  is  freely  mobile  and  pain- 
less on  handling.      Vaginal  examination  showed  the  cervix 
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normal,  the  uterus  pushed  to  the  left,  and  the  sound  passing 
one  inch  beyond  normal.  The  tumour  is  entirely  extra- 
pelvic. 

Operation  (March  18th). — The  abdomen  was  opened  in 
the  median  line.  The  tumour  was  then  found  to  be  a  soft 
fibre- myoma  of  the  fundus  uteri.  The  ovaries  and  tubes 
were  ligatured  and  removed,  and  the  serre-noeud  applied  to 
the  base  of  the  growth.  It  was  cut  away,  and  the  stump, 
powdered  with  iodoform,  brought  into  the  lower  angle  of 
the  wound.  The  patient  suffered  much  from  sickness,  but 
eventually  made  a  good  recovery.  The  stump  came  away 
on  the  fourteenth  day,  leaving  a  slough  deep  down  in 
the  pelvis ;  three  weeks  afterwards  the  wound  had  nearly 
closed. 

Operator, — Dr.  Playfair. 

1897,  Hospital  No.  786. — Emma  K — ,  aet.  35,  married, 
with  one  child  eleven  years  of  age,  was  admitted  for 
tumour  in  the  abdomen  March  13th,  1897.  The  patient 
says  that  six  years  ago  she  noticed  a  lump  in  her  left 
groin,  which  Dr.  Goddard  found  had  grown  very  rapidly  of 
late.  General  health  fair,  and  is  not  losing  flesh.  Cata- 
menia  not  excessive,  and  no  dysmenorrhoea. 

On  examination  the  lower  hypogastrium  is  occupied  by  a 
large  well-defined  tumour  reaching  up  to  the  navel ;  it  is 
slightly  more  prominent  on  the  left  than  on  the  right  side. 
It  moves  freely  laterally,  but  not  in  an  up-and-down  direc- 
tion. It  is  semi-elastic  and  painless  ;  resonance  on  percussion 
in  the  flanks.  The  uterus  is  slightly  retroverted,  the  sound 
passes  2|  inches  ;  the  tumour  is  extra-pelvic.  At  the  end 
of  six  weeks  it  was  found  that  the  tumour  had  increased 
considerably,  and  on  April  29th  the  abdomen  was  opened  in 
the  median  line.  About  six  ounces  of  turbid  fluid  escaped 
from  the  peritoneal  cavity.  The  tumour  was  found  to  be 
lobulated,  the  lobules  passing  backwards  and  upwards  to 
both  kidneys  and  into  both  sides  of  the  pelvis.  Intestine 
and  omentum  were  intimately  adherent  to  its  posterior 
surface,  and  profuse  bleeding  ensued  on  attempting  to  tear 
through  them.  The  peritoneum  was  much  injected.  The 
true  pelvis  was  occupied  by  a  plexus  of  enormous  veins,  and 


Report  of  Obstetrical  Department.  237 

the  extra-peritoneal  method  of  treatment  of  the  stump  was 
found  necessary.  The  serre-noeud  was  applied  and  the  mass 
above  it  cut  away,  the  stump  being  brought  out  at  the 
lower  angle  of  the  wound.  The  duration  of  the  operation 
was  fifty-five  minutes.  The  patient  suffered  much  from 
shock  and  never  rallied,  death  taking  place  in  twenty-four 
hours. 

The  tumour  was  found  to  be  a  soft  myoma ;  in  some  of 
the  sections  an  appearance  of  round-celled  sarcoma  was 
noted. 

Operator. — Dr.  John  Phillips. 


1897,  Hospital  No.  1497. — Josephine  H — ,  aet.  40,  married, 
with  two  children,  the  last  being  seven  years  of  age.  For 
three  years  had  noticed  a  hard  swelling  in  the  abdomen  ; 
increase  has  been  gradual  until  the  past  six  months,  when  it 
has  grown  very  rapidly.  Menorrhagia  has  been  profuse 
during  the  past  three  months.  Abdominal  examination 
shows  a  large,  central,  hard,  slightly  mobile  swelling  reach- 
ing to  the  level  of  the  navel.  The  uterus  is  much  enlarged 
bimanually,  and  the  sound  passes  4^  inches  directly  into  the 
tumour  at  its  lower  portion.  The  growth  is  situated  on  the 
posterior  and  fundal  portion  of  the  uterus. 

Operation  (August  14th). — The  abdomen  was  opened  by  a 
4-inch  incision ;  a  small  amount  of  clear  ascitic  fluid  escaped 
from  the  peritoneal  cavity.  The  right  Fallopian  tube  was 
{jdheront  to  the  pelvis ;  the  ovary  on  that  side  was  occupied 
by  a  multilocular  cystoma  the  size  of  an  orange.  Both 
ovaries  and  tubes  were  ligatured  and  removed.  A  serre- 
nocud  was  passed  round  the  base  of  the  tumour  and  the 
growth  cut  away  ;  the  uterine  cavity  was  opened  and  the 
liealthy  endometrium  exposed.  This  was  thoroughly  swabbed 
with  1  in  5  carbolic  acid  and  glycerine,  and  the  stump 
brought  out  at  the  angle  of  the  wound  and  swabbed  with 
strong  perchloride  of  iron.  The  patient  suffered  from 
neither  hgemorrhage  nor  collapse.  For  a  week  subsequently 
she  had  constant  retching  and  symptoms  of  chronic  ob- 
struction ;  these  gradually  subsided,  the  pulse  became 
normal,  and  she  made  a   good   recovery.      The   wire    came 
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away  on  the  fourfceentli  day^  and  a  month  later  only  a  sinus 
half  an  inch  deep  remained. 
Operator. — Dr.  John  Phillips. 


5.   Double  oophorectomy  for  bleeding  fibro-myoma. 

1896,  Hospital  No.  2074.— Ellen  J—,  single,  aet.  34,  was 
admitted  October  27th,  1896,  complaining  of  a  large  abdo- 
minal tumour,  which  was  steadily  increasing  in  size  ;  the 
menstrual  loss  was  also  excessive.  The  patient  has  noticed 
a  general  failing  in  health  for  three  years,  the  catamenia 
gradually  increasing  in  quantity  ;  five  months  before  admis- 
sion she  was  attacked  with  phlegmasia  of  the  left  leg. 

On  examination  the  abdomen  is  found  distended  witb  a 
smooth  firm  tumour,  elastic  and  apparently  mobile,  in  which 
fluctuation  cannot  definitely  be  made  out.  It  extends  more 
to  the  right  than  the  left  side,  and  reaches  well  above  the 
navel.  It  is  not  tender,  and  descends  into  the  pelvis  on 
both  sides.  Percussion  over  the  tumour  is  dull,  but  there 
is  resonance  between  the  upper  limit  and  the  area  of  liver 
dulness. 

Per  vaginam  the  cervix  is  shortened,  thickened,  and 
firmer  than  normal ;  the  os  uteri  externum  is  somewhat 
circular,  the  lips  not  being  clearly  defined.  The  body  of 
the  uterus  cannot  be  made  out  distinctly  from  the  tumour; 
the  sound  passes  three  inches  above  normal  and  probably 
farther.      The  whole  swelling  is  mobile  bi manually. 

Operation. — On  October  13th  a  6-inch  incision  was  made 
in  the  median  line,  and  both  ovaries  and  tubes  were  easily 
found  ;  the  pedicles  were  then  ligatured  and  the  organs  cut 
away,  the  abdomen  being  closed  in  the  usual  way. 

The  patient  died  of  shock  shortly  after  the  operation. 

Operator. — Dr.  Hayes. 

1897,  Hospital  No.  10. — Elizabeth  D— ,  set.  42,  married, 
with  three  children,  the  youngest  being  nine  years  of  age, 
was  admitted  January  1st,  1897.  Six  months  ago  she  had 
had  difficulty  in  passing  her  urine,  and  the  catheter  was 
required ;  this  accident  has  recurred  three  times  since. 
The  catamenia  are  regular  but  scanty;  some  left-sided  pain. 
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On  examination  of  the  abdomen  a  rounded  firm  tumour 
about  the  size  of  a  cocoa-nut  is  felt  extending  to  within 
three  inches  of  the  umbilicus. 

Per  vaginam  there  is  a  large  mass  felt  in  Douglas's 
pouchy  firm  and  elastic  to  the  touch.  The  cervix  is  drawn 
up  and  to  the  right.  The  sound  shows  the  uterine  cavity 
slightly  enlarged,  and  that  it  is  pushed  over  to  the  right  by 
the  tumour. 

Operation  (January  7th). — The  ovaries  and  tubes  were 
removed  ;  the  left  Fallopian  tube  was  distended  with  mucus, 
otherwise  the  annexa  were  healthy.  The  patient  made  a 
good  recovery. 

Operator. — Dr.  Play  fair. 

1897,  Hospital  No.  69. — Mary  Ann  G — ,  single,  set.  40, 
was  admitted  January  11th,  1897,  complaining  of  difficulty 
in  micturition  and  menorrhagia.  The  patient  has  had 
repeated  attacks  of  retention  during  the  past  year,  requiring 
the  catheter  to  relieve  her ;  she  has  had  to  get  up  three  or 
four  times  to  micturate  in  the  night.  Nothing  was  dis- 
covered on  abdominal  examination.  Per  vaginam  the 
cervix  is  considerably  thickened,  and  is  rather  twisted.  A 
definite  swelling  can  be  felt  to  the  left  side  of  the  uterus 
and  somewhat  posterior,  and  has  an  elastic  sensation  to  the 
touch.  There  is  a  large  ovary  on  the  right  side,  prolajDsed, 
and  about  the  size  of  a  plum.  The  sound  passes  3^  inches 
into  tlie  uterus,  and  the  tumour  can  be  moved  independently  ; 
it  is  of  the  size  of  a  large  orange. 

Operation  (February  22nd). — The  patient  being  anaesthe- 
tised, an  incision  was  made  from  just  below  the  umbilicus 
to  the  upper  border  of  the  symphysis.  Double  oophorectomy 
was  then  performed,  the  left  ovary  being  found  cystic. 

Convalescence  was  uninterrupted. 

Operator. — Dr.  Hayes. 

1897.  Hospital  No.  103.— Sarah  G— ,  get.  39,  a  widow, 
was  first  seen  four  years  ago  by  Dr.  John  Phillips  for  pro- 
lapsus uteri.  He  inserted  a  pessary,  which  was  worn  almost 
continuously  up  to  admission,  January  13th,  1897.  For  the 
past  six   months  menorrhagia   has   set   in,  and   for   the  past 
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five  weeks  it  has  been  very  severe.  Vaginal  examination 
showed  a  hard  rounded  lump  attached  to  the  left  and  behind 
fundus  uteri.  The  sound  passed  the  normal  length  directly 
backwards. 

Operation  (February  2nd). — The  abdomen  was  opened  and 
the  growth  found  to  be  a  fibro-myoma  attached  to  the 
fundus  of  the  uterus.  The  ovaries  and  tubes  were  removed 
and  were  found  healthy. 

The  patient  did  well,  and  a  month  after  operation  resumed 
the  wearing  of  the  cup-and-stem  pessary,  which  appeared  to 
answer  very  well. 

Operator. — Dr.  Playfair. 


6.   Hysterectomy  for  axial  rotation  of  pregnant  [seven  months) 
double  uterus. 

1897,  Hospital  No.  1484.— Alberta  G.  W— ,  ^t.  26, 
married,  with  one  child,  was  admitted  in  a  very  serious  con- 
dition due  to  supposed  extra-uterine  foetation.  Abdominal 
section  was  performed,  and  it  was  found  that  the  uterus 
was  double,  and  that  axial  rotation  of  one  side,  in  which  was 
a  seven  months'  foetation,  had  taken  place.  The  patient 
died  of  collapse  shortly  after  the  operation. 

Post-mortem  examination. — Pregnancy  in  one  horn  of  a 
bicornate  uterus.  The  organs  were  pale  but  normal. 
There  was  some  recent  blood-clot  in  pelvis,  and  some  recent 
non-septic  peritonitis  around  the  pedicle  and  some  coils  of 
intestine.  The  left  uterine  cornu  had  one  Fallopian  tube 
attached  to  its  left  side.  There  was  one  external  os  uteri 
and  a  double  internal  os  uteri.  The  left  uterine  cornu  con- 
tained some  decidual  matter,  and  was  3^  inches  long.  The 
right  cornu,  which  had  been  removed,  had  twisted  on  itself, 
so  that  the  Fallopian  tube  was  in  front  and  lying  behind  the 
symphysis  pubis.  The  tube  was  dark  purple  and  distended 
with  blood.  The  walls  of  the  cornu  were  thick  (about  IJ 
inches),  and  contained  the  membranes,  liquor  amnii,  and 
foetus  in  situ. 

Operator. — Dr.  Hayes. 
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7.   Ventrifixation  for   Procidentia. 

1896,  Hospital  No.  2296.— Jane  L — ,  set.  32,  with  three 
children,  the  youngest,  two  years  of  age,  was  admitted  for 
complete  procidentia.  Eleven  years  ago,  after  the  birth  of 
her  first  child,  her  uterus  came  down  and  appeared  at  the 
vulva ;  a  pessary  relieved  it  for  eighteen  months,  but  since 
then  she  has  had  increasing  pain  and  a  foetid  discharge. 
December  3rd  the  uterus  was  curetted  and  swabbed  with 
iodine,  and  on  December  15th  the  abdomen  was  opened  and 
two  stout  silk  stitches  passed  through  the  fundus  uteri,  the 
ends  of  these  being  passed  through  the  skin  flaps.  The 
abdomen  was  then  closed  and  the  two  stitches  tied.  The 
patient  did  well.  On  the  tenth  day  one  of  the  uterine 
sutures  was  removed.  At  the  end  of  a  month  the  patient 
was  quite  comfortable. 

Operator. — Dr.  William  Playfair. 


B.  Summary  of  Cases  other  than  Abdominal  Sections. 

In  King's  College  Ward  =  128  ) 

In  Todd  Ward  =     68  j  "  ^^^  ''^'^^• 


(a)  King^s  College  Ward, 

I.  Those  requiring  operative  interference  =  58  cases. 

Retained  products  of  conception  requir- 
ing cervical  dilatation      .  .  .8  cases. 

Dilatation  and  curettage  for  endome- 
tritis, dysmenorrhoea,  and  haemor- 
rhage   18      „ 

Ruptured  perinaeum   (complete)   .  .      5      „ 

Conical   cervix  .  .  .  .1  case. 

Operation  for  prolapsus  uteri  (excluding 
one  case  of  abdominal  fixation,  vide 
p.  241)  .  .  .  .  .3  cases. 

Vaginal      hysterectomy     for      cervical 

cancer  (vide  p.  242)         .  .  .1  case. 
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Artificial     vesico-vaginal     fistula      for 

chronic  cystitis  {vide  p.  244)    . 
Vesico-vaginal  fistula 

,,  ,,    with      subsequent 

stone  {vide  p.  244) 
Trachelorrhaphy 
Vulval  warts     . 
Epithelioma  vulv86 
Labial  abscess  . 
Urethral  cyst    . 

J,         caruncle 
Pelvic  abscess  . 
Palliative  for  cervical  cancer 
Puerperal  mastitis 


1 

case. 

1 

}f 

1 

)) 

2 

cases 

1 

case. 

2 

cases 

2 

7 

5 

3 

2 

1 

case. 

Vaginal  hysterectomy  for  cervical  cancer  (1897,  Hospital 
No.  972). — Jane  T — ,  86t.  55,  married,  with  ten  children,  the 
youngest  nineteen  years  ago,  was  admitted  under  Dr. 
Playfair  May  17th,  1897,  for  hasmorrhage.  She  had  had  two 
blood  losses  during  September,  1896,  and  then  none  until 
Christmas,  1896,  when  a  flooding  occurred.  Since  then  she 
has  been  losing  almost  every  day.  On  February  10th  she 
lost  half  a  chamber  full  of  blood,  on  other  days  she 
had  to  use  two  to  eight  diapers.  The  discharge  has  been 
apparently  pure  blood,  and  no  watery  fluid  has  been  noticed, 
nor  any  offensive  smell.  In  February  last  she  began  to  have 
bearing-down  pains,  which  have  gradually  got  worse.  Vaginal 
examination  showed  a  normally  situate  mobile  uterus,  the 
cavity  slightly  enlarged  ;  the  os  uteri  externum  is  hardened 
and  irregular,  and  bleeding  is  copious  after  examination. 
The  vaginal  fornices  are  quite  healthy. 

Operation  (May  20th). — Under  an  anaesthetic  the  pelvic 
organs  were  thoroughly  examined ;  the  uterus  was  found 
quite  mobile.  A  curette  brought  away  a  small  mass  of 
breaking-down  tissue  the  size  of  a  hazel  nut ;  this  was 
proved  to  be  epitheliomatous.  On  May  25th  vaginal  extir- 
pation of  the  whole  uterus  was  carried  out.  During  the 
separation  of  the  bladder  from  the  anterior  uterine  surface 
there  was  a  small  rent  made  in  the  former  organ.  After 
the  usual  incisions  had  been   made   the   left  broad  ligament 
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was  clamped  with  two  forceps^  the  Fallopian  tube  being 
ligatured  separately.  The  right  broad  ligament  was  secured 
with  three  clamps  and  the  Fallopian  tube  with  a  separate 
ligature.  The  opening  into  the  bladder  could  not  be  dis- 
covered. The  vagina  was  stuffed  with  iodoform  gauze. 
The  patient  made  a  good  recovery^  and  eight  months  later 
was  free  from  return  of  the  disease.  She  is  now  an  in- 
patient for  repair  of  the  fistula. 

Epithelioma  of  the  vulva  (1897,  Hospital  No.  1378). — Ann 
R — J  aet.  47,  married  twenty-eight  years^  with  fourteen 
children,  the  youngest  being  six  years  of  age,  was  first  seen 
by  Dr.  Steen  for  a  lump  in  the  left  external  labium.  She 
was  admitted  under  Dr.  John  Phillips  July  16th,  1897.  The 
patient  had  first  noticed  the  swelling  about  three  months 
before.  It  has  been  getting  slowly  larger,  and  there  is 
increasing  pain  on  movement,  coition,  and  sitting  down. 
For  the  past  six  weeks  there  has  been  a  blood-stained 
discharge  from  the  surface  of  the  tumour.  She  has  been 
treated  for  a  month  with  large  doses  of  mercury  and  iodide 
of  potash  without  any  benefit. 

On  inspection  of  the  vulva  the  centre  of  the  left  labium 
majus  is  found  occupied  by  a  hard,  circular,  button-like 
growth ;  its  superficial  surface  is  raw,  and  bleeds  easily  on 
handling,  and  is  of  the  size  of  a  penny.  The  growth  is 
moveable  on  the  deeper  tissues,  but  there  is  some  evident 
infiltration  towards  the  direction  of  the  clitoris.  The  in- 
guinal glands  are  not  enlarged. 

The  patient  was  anoDsthetised  and  placed  in  the  lithotomy 
position.  After  purifying  the  parts  with  a  1  in  1000 
solution  the  growth  was  removed,  semilunar  incisions  being 
made  on  either  side  and  well  clear  of  it.  There  was  a  large 
raw  surface  left,  and  several  arteries  required  ligature. 
The  parts  were  brought  together  but  not  sutured,  and  the 
wound  was  left  to  granulate  up.  At  the  end  of  three  weeks 
the  parts  were  completely  healed  over,  and  six  months  later 
there  has  been  no  recurrence. 

Urethral  cyst  (1897,  Hospital  No.  1528).— Selina  S— ,  ast. 
35,  married,  with  eight  children,  was  first  seen  by  Dr.  John 
Phillips  July  27th,  1897,  and  subsequently  admitted  under  his 
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care.  For  nine  months  she  had  been  suffering  from  scalding 
pain  during  micturition.  She  passes  it  better  lying  down  ; 
there  is  no  increased  frequency  of  the  act.  She  is  quite 
regular  as  to  menstruation, — six  days^  loss,  scanty,  and  no 
pain.  The  patient  has  been  told  that  her  womb  has  dropped. 
On  examination  the  orifice  of  the  vulva  is  blocked  up  by  a 
fluctuating  cyst  the  size  of  a  Tangerine  orange.  Its  size 
and  position  are  unaltered  by  straining.  The  mucous  mem- 
brane over  it  is  thinned  out  and  has  a  bluish  colour  in 
places.  A  catheter  was  passed  into  the  bladder,  and  slightly 
cloudy  urine  drawn  off ;  the  cyst  still  remained  tense.  It 
was  then  aspirated,  and  urine  with  much  offensive  pus  was 
drawn  off. 

August  14th. — The  patient  was  anaesthetised,  and  after 
swabbing  out  the  vaginal  cavity  with  a  1  in  1000  solution 
the  urethra  was  dilated  sufficiently  to  admit  the  little  finger. 
No  communication  with  the  cyst  could  be  made  out.  A 
piece  of  the  cyst  wall  was  then  excised,  and  the  bladder 
sound  was  after  some  trouble  passed  through  a  small 
orifice  into  the  urethra,  and  so  into  the  bladder.  The  cyst 
cavity  was  thoroughly  swabbed  out  with  Linimentum  lodi 
and  the  vagina  stuffed  with  iodoform  gauze.  The  catheter 
was  necessary  for  forty-eight  hours,  but  subsequently  mic- 
turition was  normal  and  painless.  The  cyst  rapidly  healed 
up,  and  when  discharged  the  sinus  just  admitted  a  fine 
probe. 

Vesico-vaginal  fistula  with  subsequent  formation  of  stone 
(1897,  Hospital  No.  1502). — The  early  part  of  this  case  has 
already  been  reported  [vide  vol.  iii,  p.  27).  Owing  to 
increased  frequency  of  micturition  and  constant  vesical  pain 
she  was  admitted,  and  the  bladder  washed  out  regularly 
with  boracic  acid  lotion.  She  was  shown  how  to  carry  this 
out  herself,  and  was  then  discharged.  On  August  10th, 
1897,  she  was  readmitted  with  her  former  symptoms  much 
exaggerated  ;  she  could  only  hold  her  water  for  a  few  minutes, 
and  when  passed  was  putrid  and  ammoniacal.  The  urethra 
was  dilated  under  an  anaesthetic,  and  a  large  stone  was 
found  attached  to  site  of  old  fistulous  opening.  It  was  soft, 
easily  crushed   and    removed,  the  fragments   weighing  220 
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grains.  The  bladder  was  irrigated  with  hot  water,  as  there 
was  free  bsemorrhage,  and  subsequently  twice  daily  with 
boracic  acid  lotion  (10  per  cent.).  The  patient  made  an 
easy  recovery. 

Artificial  vesico-vaginal  fistula  for  recurrent  cystitis 
(1897,  Hospital  No.  134). — Louisa  D — ,  set.  34,  married, 
with  two  children,  was  admitted  under  Dr.  Playfair  for 
recurrent  cystitis.  She  has  considerable  pain  during  mic- 
turition, and  is  obliged  to  pass  water  every  few  minutes. 
She  has  been  admitted  three  times  for  the  same  condition, 
and  treated  by  lavage  of  the  bladder  with  temporary  benefit. 
She  was  treated  by  insertion  of  an  S-shaped  vulcanite 
catheter,  and  the  bladder  given  absolute  rest  for  seven  days, 
but  she  was  unable  to  continue  the  treatment.  On  May 
27th  an  anaesthetic  was  given  and  the  vagina  carefully 
cleansed,  a  pair  of  curved  forceps  was  passed  through  the 
urethra  into  the  bladder,  and  an  incision  made  upon  the 
points  through  the  anterior  vaginal  wall.  A  soft  catheter 
was  passed  and  stitched  into  the  opening. 

Gradual  contraction  of  the  opening  took  place,  but  in 
July  there  was  a  sufficient  orifice  left  for  free  escape  of 
urine. 

iVo^e.— The  vesico-vaginal  fistula  was  subsequently  closed 
in  December,  1897,  and  the  patient  has  so  far  experienced 
great  relief. 

II.   Those  requiring  no  operative  interference  =  70  cases. 
Endometritis   .  .  .  .  .11  cases. 

Malignant  disease  of  cervix  too  ad- 
vanced for  operation  .  .  .  8  „ 
Uterine  tibro-myomata  .  .  •  7  ,, 
Cystitis  .  .  .  .  .  3  „ 
Parametritis  after  abortion  .  .  3  „ 
Abdominal  and  pelvic  pain  (source  not 

discovered)  .  .  .  .      5      ,, 

Procidentia  uteri      .  .  .  .      3      „ 

Neurosis  .  .  .  .  .      3      ,, 

Chronic  ovaritis        .  .  .  .      4      „ 

Prolapsed  and  adherent  ovary    .  .      2      ,, 

Cervical  lacerations  .  .  .      3      „ 

Retroversus  uteri      .  .  .  .      4      „ 

VOL.  IV.  17  . 


246  Report  of  Obstetrical  Department, 

Neuralgia  of  ovarian  stump        .  .      1  case. 

Malignant  disease  of  fundus  uteri  (too 

advanced  for  operation)  .  .      1      ,_, 

Extroversion  of  cervical  mucous  mem- 
brane .... 

For  diagnosis  and  of  uncertain  nature 

Declined  treatment  . 

Transferred  to  surgical  wards    . 

70 
(6)    Todd  Ward  (68  cases). 
Of    these  44  required  no  operative   interference^  2  were 
transferred  to  the    surgical  wards,  and  22  were  relieved  or 
cured  by  operation. 
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REPORT 


OF 


THE  THROAT  DEPARTMENT 

(Dr.  GREVILLE  MACDONALD), 

From  Oct.  1st,  1896,  to  Sept.SOth,  1897. 


By  MACKAY  MACDONALD,  B.A,  M.B.,  B.C., 

SBNIOK   CLINICAL  ASSISTANT. 


DuKiNG  the  past  year  386  out-patients  have  attended  this 
department.  The  previous  year's  figures  were  for  new  cases 
only,  the  number  of  which  during  the  past  year  has  been 
about  the  same. 

General  Summary  (386). 


Diseases  of  nose  and  accessory  cavities  (108). 

Simple  acute  and  chronic  rhinitis          .           .           .37 

Atrophic  rhinitis        .... 

16 

Syphilis  (septum  tertiary)  . 

3 

Lupus     ..... 

2 

Suppuration  frontal  sinus  . 

6 

„            antrum  (3  both  sides) 

8 

Polypus  nasi  (3  both  sides) 

11 

Hypertrophied  inferior  turbinals 

10 

middle 

1 

Enchondroma  of  septum     . 

.       3 

Nasal  sarcoma 

1 
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Epistaxis  .......        7 

Anosmia  (without  objective  symptoms)  .  .        3 

Diseases  of  naso-pharynx  and  pharynx  (164). 

Naso-pharyngitis       .  .  .  .  .  .12 

Syphilitic  pharyngitis  (tertiary  and  secondary)       .      10 
Adenoids  (alone)        .  .  .  .  .  .41 

„  (with  enlarged  tonsils)  .  .  .53 

Enlarged  tonsils  (alone)      .  .  .  .  .18 

Tonsillar  cysts  ......        2 

„  mycosis       .  .  .  .  .  .2 

Tonsillitis  (acute  follicular  and  parenchymatous)    .      17 
„  (suppurating)     .....        5 

Functional  dysphagia         .....        3 

Hypertrophy  of  lingual  tonsil      ....        1 

Diseases  of  larynx  (62).   

Laryngitis  (acute)     ......        6 

„  (chronic)  .  .  .  .  .34 

„  J,         (with  pachydermia)         .  .        3 

„  tubercular  (2  lupus)  ....        7 

„  syphilitic  .....        2 

Fibroma  .  .  .  .  .  .  .1 

Functional  aphonia  ......        9 

Miscellaneous  cases,  including  those  referred  to  other 
departments     .......     52 

Although  the  average  importance  and  interest  of  the  cases 
shows  no  diminution,  yet  there  have  been  no  cases  deserving 
special  mention. 


REPORT 


OP 


AUEAL     DEPARTMENT 

(Professor  URBAN  PRITCHARD,  M.D.,  F.R.C.S.). 


By  ARTHUR  H.    CHEATLE,  F.R.C.S., 

SENIOR   CLINICAL   ASSISTANT. 


Do  RING  the  past  year  541  out-patients  have  been  treated. 
The  great  increase  of  the  previous  year  has,  therefore,  been 
more  than  maintained,  the  numbers  showing  an  increase  of 
10  over  1896,  120  over  1895,  and  209  over  1894. 


External  Eab. 

Congenital      malformation      of 

auricle  .....       1 
Foreign  bodies  ....       3 

(1)  Pea. 

(2)  Seed. 

(3)  Wool. 

Kczema      .         .         .         .         .11 

External  otitis,  circumscribed  .       6 

„  „       diffused    .  1 

Cerumen  .         .         .         .         .42 

Middle  Ear. 

Fracture  of  malleus  ...       1 
I.  Nonsuppurative. 
(a)  Acute,  middle  ear   .         .         .7 
With  adenoids       .         .       2 


Middle  Ear — continued. 

Acute  Eustachian  obstruction  .       9 
With  adenoids       .         .        4 
With  cold  .     '    .        4 

With  secondary  syphilis        1 

(5)  Chronic,  including  sclerosis     .  123 
With  adenoids  and  hypertro- 


phied  tonsils 

With  adenoids 

With  true  hypertrophy 
of  posterior  extremities 
of  inferior  turbinals 

With  false  hypertrophy 
of  inferior  turbinals     . 

With  atrophic  nasal  con- 
dition .... 


12 
34 
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Middle  'EAn—co7iHni(ed. 
With  enipyemft  of  maxil- 
lary antrum 
With  congenital  syphilis 
With  senile    . 
With  internal 

II.  Suppurative. 

(a)  Acute      .... 

With  adenoids 
Do.  and  hypertvophied 
tonsils 

(b)  Chronic  .... 

With  eczema 
With  f'urunculus    . 
With  adenoids 
Do.  and  eczema    . 
Do.  and  hypertrophied 

tonsils 
Do.  and  true  hypertro- 
phy of  posterior  ex- 
tremities of  inferior 
turbinals  . 
Do.  and  marked  adhe- 
sions  across   Rosen- 
muller's  fossa  . 
With  true  hypertrophy 
of  posterior  extremities 
of  inferior  turbinals     . 
With  atrophic  nasal  con- 
dition .... 
With  polypus  or  granu- 
lations 
Do.  and  adenoids 
Do.  do.  and  hypertro- 
phied tonsils 
With   tympanic;     antral 

disease 
Do.  and  cholesteatoma 
With  internal  ear  impli- 
cation 
With      perforation      in 
Shrapnell's  membrane 
Do.  with  granulations  . 
Do.  do.  and  tonsils  and 

adenoids     . 
Do.  with  adenoids 
Do.   do.    and     tertiary 
syphilis 


5 

1 

4 

2 

40 

1 

13 


21 


213 


1 

1 

24 
11 


23 
7 


Middle  Ear — continued. 
With  loss  of  descending 

process  of  incus           .  9 
Do.   with   polypus  and 

adenoids     ...  1 

Do.  with  adenoids         .  4 
With  dislocation  of  de- 
scending   process     of 

incus ....  2 

Internal  Eae  .... 
Deaf-mutism  ...  1 
Senile  ....  3 
Congenital  sypliilis  .  .  11 
Tertiary  syphilis  .  .  3 
Do.  with  facial  paralysis  1 
Meniere's  disease  .  .  13 
Cerebro-spinal  meningitis.  2 
Influenza  ....  1 
Diminished  tension  (as- 
cending mountain)  .  1 
Cause  undiscovered   .         .  3 

Nose 

Eczema  of  vestibule  .         .  3 
True  hypertrophy  of  infe- 
rior turbinals         .         .  1 
Do.  anterior  extremities  .  1 
Do.  posterior  extremities  1 
Do.  do.  and  spur   .         .  1 
False  hypertrophy  of  infe- 
rior turbinals          .         ,  4 
Do.  and  syphilis       .         .  1 
Atrophic  condition    .         .  7 
Tertiary  syphilitic  ulceration  3 
Polypi        ....  5 
Empyema  of  maxillary  an- 
trum     ....  2 
Do.  frontal  sinus     .         .  l 

Naso-phaeynx    .... 

Adenoids  without  deafness  3 
Do.    and     hypertrophied 

tonsils  .         .         .         .  1 
Do.  and  true  hypertrophy 
of  posterior  extremities 

of  inferior  turbinals       .  1 

Pharynx     

Hypertrophied  tonsils        .  3 

Peritonsillar  abscess          .  1 


30 
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Various 7 

Reflex      otalgia     due     to 
carious  tooth  .         .        G 

In-patients  46. 

Acute  middle  ear  suppuration        .       3 
1  with  renal  disease  and  mastoid 
suppuration. 
Chronic  middle  ear  suppuration    .     20 
14  with  granulations. 
1  with  caries  of  head  of  malleus. 
4  with  mastoid  suppuration. 
1  witli  cholesteatoma. 


Secondary  syphilis 
Unimportant 


18 


Nasal 5 

1  true  hypertrophy  of  inferior 

turbinals. 
1  spur. 

1  polypi. 

2  empyema    of    maxillary   an- 
trum. 


Adenoids 


18 


Cases  ov  Interest. 

Fracture  of  the  malleus  due  to  indirect  violence. — This 
extremely  rare  injury  was  found  in  a  man,  aet.  44  years, 
who  had  been  in  Professor  Cheyne^s  Ward  for  fracture  of 
tlie  base  of  the  skull.  After  the  accident  bleeding  was 
noticed  coming  from  the  left  ear.  On  recovering  from  the 
head  injury  he  was  sent  to  Professor  Pritchard's  clinic  for 
slight  resulting  deafness. 

On  examination  the  membrane  was  found  completely 
healed,  but  the  handle  of  the  malleus  was  separated  from 
the  short  process  by  a  small  interval,  and  by  means  of 
Siegle's  speculum  independent  mobility  could  be  distinctly 
made  out. 

Fig.  1. 


The  hearing  power  was  not  seriously  interfered  with,  the 
patient  only  complaining  of  a  stuffy  feeling.  The  tuning- 
fork  showed  that  the  internal  ear  was  intact. 

The    number    of    recorded    cases    of    this    accident    are 
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extremely  few.  Gruber  in  his  text-book  relates  a  very 
similar  one.  A  man  had  fallen  from  a  scaffolding  ten  years 
before  coming  under  observation,  when  a  united  fracture  of 
the  handle  of  the  malleus  close  to  a  cicatrix  in  the  posterior 
superior  segment  was  found.  In  the  case  here  recorded  the 
fracture  was  ununited,  although  in  the  same  position  as  in 
Gruber's. 

Unusual  onset  of  congenital  syphilitic  internal  ear  deaf- 
ness.— Congenital  syphilitic  internal  ear  deafness  in  the 
great  majority  of  cases  comes  on  without  giddiness,  is  more 
or  less  insidious  in  its  onset,  and  keratitis  precedes  the 
aural  trouble.  The  following  case  is  certainly  a  rare  one, 
and  demonstrates  another  mode  of  onset. 

A.  G — ,  a  boy  aet.  11  years,  was  brought  to  Professor 
Pritchard^s  clinic  on  December  17th,  1896.  The  previous 
August  he  first  complained  of  frontal  headache,  giddiness, 
and  occasional  vomiting,  especially  on  getting  up  in  the 
morning ;  these  attacks  had  continued  ever  since.  A 
humming  noise  in  the  right  ear  was  present,  and  gradually 
increasing  deafness  noticed.  Ilis  mother  stated  that  she 
frequently  saw  him  staggering,  often  towards  the  left  side, 
and  he  had  frequently  fallen,  generally  forwards,  striking 
his  nose  and  forehead,  the  boy  saying  that  "  it  felt  as  if  the 
ground  came  up  and  hit  him,^^  and  that  objects  about  him 
during  the  attacks  seemed  to  be  moving  round,  most 
frequently  from  left  to  right.  In  fact,  all  the  symptoms  of 
chronic  Meniere's  disease  were  present. 

On  examination  the  membranes  were  depressed ;  the  nose 
and  naso-pharynx  normal.  There  were  no  signs  of  con- 
genital syphilis,  but  the  father  had  had  a  bad  ulcerated 
throat.  The  mother  and  other  children  were  healthy. 
Giddiness  could  be  elicited  by  turning  the  head  sharply  to 
the  left. 

Watch         R.  0.         ^  0 

Bag 


10  ft.       L.  touch.  °      h  inch. 

The  tuning-fork,  placed  on  the  nose  and  vertex,  heard  on 
the  left  side  only,  showing  internal  ear  trouble.  Blistering 
behind  the  ears  was  ordered,  and  dilute  hydrobromic  acid  in 
half-drachm  doses  three  times  a  day. 

On  December   24th  he  had  had   only  one   giddy  attack 
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during  the  week,  and  slight  improvement  in  hearing  was 
noted  in  the  left  ear. 

31st. — One  giddy  attack  during  the  week,  and  some 
slight  improvement  in  the  right  ear.  From  this  date  the 
giddiness  ceased,  but  the  deafness  somewhat  increased  until 
May  13th,  1897,  when  keratitis  was  found,  demonstrating 
the  true  nature  of  the  affection,  the  eye  symptoms,  therefore, 
appearing  about  ten  months  after  the  onset  of  the  aural 
trouble.  The  mode  of  onset  and  the  reversed  order  of  the 
eye  and  ear  symptoms  make  this  case  almost  unique. 

Hutchinson  and  Laidlaw  Purvis  both  note  the  interesting 
fact  that  two  thirds  of  the  cases  of  congenital  syphilitic 
deafness  are  females,  the  former  stating  (*^  Archives  of 
Surgery,'  July,  1897)  ^^it  is  difficult  not  to  suspect  that 
some  unrecognised  law  as  regards  hereditary  transmission 
underlies  this  remarkable  fact/'  On  referring  to  the  11 
cases  of  this  disease  among  the  541  patients,  9  occurred  in 
females  and  2  in  males. 

Changes  in  stapea  and  incus  joint  due  to  chronic  middle 
ear  suppuration. — The  accompanying  pen-and-ink  sketches 
illustrate  some  of  the  conditions  produced  by  chronic  middle 
ear  suppuration.  They  are  taken  from  cases  which  have 
been  under  treatment  during  the  year.  In  all  of  them  it 
will  be  noted  the- perforation  is  in  the  posterior  segment  of 
the  membrane. 

Fig.  2  shows  partial  forward  dislocation  of  the  articular 
process  of  the  incus. 

Fig.  2.— Left  ear.  FiG.  3.— Left  ear. 


Fig.   3   shows    total  forward  dislocation  of   the    articular 
process  of  the  incus. 
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Fig.  4  :  the  tip  of  the  articular  process  of  the  incus  has 
been  lost  by  caries,  and  an  adhesion  passes  from  the  remains 
to  the  head  of  the  stapes. 


Fig.  4. — Left  ear. 


Fig.  5.— Left  ear. 


Fig.  5  :  a  perforation  in  Shrapnell's  membrane  and  in  the 
posterior  segment.  The  tip  of  the  descending  articular 
process  lost  by  caries,  and  remains  displaced  forwards.  In 
all  probability  the  heads  of  malleus  aud  incus  lost,  with 
anchylosis  of  the  remains. 

Fig.  6  :  the  articular  process  of  the  incus  entirely  lost 
through  caries.  The  head  of  the  stapes  and  stapedius 
muscle  exposed — a  fairly  common  condition. 


Pig.  6.— Right  ear. 


Fig.  7.— Eight  ear. 


Figs.  7,  8,  and  9  show  a  condition  which,  as  far  as  I  am 
aware,  has  never  been  described.  A  white  band  of  cicatricial 
tissue  runs  downwards  from  above  to  the  head  of  the  stapes, 
and  at  first  sight  appears  to  be  the  articular  process  of  the 
incus,  but  on  careful  examination  it  is  seen  that  the  head  of 
the  stapes  is  fully  exposed,  while  with  a  fine  probe  it  can  be 
felt   that   it   is  really  a  cicatricial   band.      On   looking  at   a 


Report  of  Aural  Department.  255 

normal  middle  ear  from  above,  the  lining  membrane  of  the 
middle  ear  forms  quite  a  loose  bag  round  the  articular 
process  of  the  incus  and  the  stapes.  In  all  probability  the 
condition  described  is  due  to  caries  of  the  articular  process 
of  the  incus,  with  cicatricial  degeneration  of  the  surrounding 
bag-like  lining  membrane. 

Fig.  8.— Left  ear.  FiG.  9.— Left  ear. 


In   Fig.  9  the  upper   part  of  this   band  appeared  to  be 
attached  to  the  aqueductus  Fallopii. 


REPORT 


OF 


DENTAL   DEPARTMENT. 


By  Prof.  ARTHUR  S.  UNDERWOOD,  M.R.C.S.,  L.D.S. 

AND 

C.  EDWARD  WALLIS,  M.R.C.S.,  L.R.C.P.,  L.D.S., 

OLINIOAL  ASSISTANT. 


I 


During  the  past  year  the  number  of  administrations  of 
nitrous  oxide  gas  has  amounted  to  about  220.  Since  July 
each  patient  who  has  been  allowed  the  privilege  of  an  anaes- 
thetic has  been  required  to  pay  sixpence  as  a  contribution 
towards  the  cost  of  the  gas  itself.  Every  Tuesday  and 
Thursday  when  patients  requiring  an  anaesthetic  have  pre- 
sented themselves  (and  this  is  almost  always)  a  careful 
demonstration  of  the  method  of  administration  has  been 
given  by  Mr.  Wallis,  and  this  has  proved  very  useful  to 
senior  students,  who  have  largely  availed  themselves  of  the 
excellent  opportunity  of  learning  to  administer,  and  them- 
selves administering  nitrous  oxide  for  dental  purposes.  The 
nature  of  the  operation  and  the  position  of  the  patient  render 
dental  cases  a  little  unlike  other  brief  surgical  operations, 
and  as  the  demand  for  general  practitioners  who  do  under- 
stand anaesthetics  in  dentistry  is  very  great  and  rapidly  in- 
creasing all  over  the  country,  I  have  thought  it  important  to 
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devote  a  great  deal  of  care  to  this  department,  and  it  has 
been  greatly  appreciated. 

The  dental  instruction  has  been  carefully  confined  to  such 
practical  dentistry  as  may  be  of  service  to  the  practitioner  in 
the  public  services,  at  sea,  or  in  remote  country  districts 
where  dental  surgeons  are  not  accessible.  Such  teaching 
can  only  be  given  clinically,  as  the  one  essential  thing  is 
that  the  student  should  himself  perform  the  operations  under 
supervision. 

In  this  way  a  large  number  of  cases  have  been  treated, 
the  most  useful  both  to  students  and  patients  being  simple 
stoppings,  the  treatment  of  exposed  and  inflamed  pulps,  the 
arrest  of  facial  pain  due  to  dental  causes,  and  various  methods 
of  extraction. 

Cases  of  Interest. 

(1)  A  man  aet.  52  came  complaining  that  the  upper  plate 
carrying  his  artificial  teeth  did  not  keep  up  as  it  used  to  do. 
On  examination  we  found  that  the  shape  of  the  mouth  was 
being  completely  altered  by  the  eruption  of  two  teeth  in  the 
incisor  region.  I  have  seen  a  few  such  cases  in  private 
practice,  but  such  late  eruption  of  incisor  teeth  is  exceedingly 
rare,  and  a  very  puzzling  factor  in  regard  to  artificial  teeth 
until  its  true  nature  is  discovered.  The  fact  of  the  pressure 
of  the  plate  seems  to  induce  the  eruption  of  the  retarded  teeth; 
in  fact,  I  have  employed  this  means  of  hastening  retarded 
second  dentition  in  children  more  than  once  with  success. 

(2)  A  somewhat  interesting  case  of  unilateral  irregularity 
has  been  treated  in  a  very  simple  manner.  The  patient,  a 
girl  of  16^  years  of  age,  had  a  temporary  canine  retained  on 
the  right  side  of  the  upper  jaw,  causing  the  permanent  canine 
to  occupy  an  abnormal  position  inside  the  arch  and  behind 
the  lateral.  This  very  unnatural  position  of  the  canine  (its 
proper  place  before  eruption  being  outside  and  somewhat  over- 
lapping the  lateral)  was  accompanied  by  a  tilting  inwards  on 
its  own  axis,  causing  the  apex  of  the  tooth  to  point  towards 
the  tongue  instead  of  towards  the  lower  teeth.  This  tilt 
gave  me  a  hope  that  the  root  of  the  tooth  was  nearer  to  its 
proper  position  than  the  crown, — that  it  had,  as  it  were, 
swung  inwards  because  of  the  retained  milk-tooth  in  the  way. 
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The  patient  came  to  have  the  permanent  tooth  extracted.  We 
of  course  decided  to  remove  the  milk-tooth  ;  the  root  of  laitter 
was  not  at  all  absorbed,  but  of  normal  length  and  shape. 
We  then  affixed  a  rubber  ring  (a  slice  of  drainage-tube) 
round  the  canine  and  the  two  premolars  to  draw  the  canine 
rapidly  outwards  and  backwards.  The  result  has  been  very 
satisfactory  ;  in  forty-eight  hours  the  canine  has  nearly  moved 
to  its  proper  place.  The  case  is  still  under  treatment,  and 
will  be  further  reported  next  year. 

(3)  We  have  once  more  supplied  an  artificial  nose  in  a 
case  of  lupus.  This  nose  has  two  improvements  over  previous 
restorations  :  the  rubber  was  not  baked  quite  hard,  so  that  the 
nose  is  not  fragile,  and  less  apt  to  irritate  by  pressure ; 
secondly,  the  colour  of  the  rubber  itself  has  been  made  to 
resemble  flesh,  so  that  the  tedious  and  ephemeral  process  of 
painting  has  been  avoided.  We  found  by  a  series  of  experi- 
ments that  we  could  make  vulcanite  of  a  good  flesh  tint  by 
dissolving  the  ordinary  pink  and  white  rubbers  and  mixing 
them  together. 

Some  experiments  have  been  carried  out  with  regard  to 
cataphoresis,  the  resuli/S  of  which  we  append. 

Cataphoric  Medication. 

Through  the  kindness  of  Messrs.  Ash  and  Son  in  lending 
us  the  necessary  apparatus  we  were  enabled  in  the  summer 
of  this  year  to  make  some  experiments  with  a  view  to  ascer- 
taining the  suitability  of  this  process  for  use  in  hospital  and 
private  practice. 

Cataphoresis  may  be  roughly  regarded  as  the  absorption  of 
a  solution  of  a  chemical  substance  by  the  tissues  induced  by 
means  of  an  electric  current ;  thus,  if  a  positive  sponge  elec- 
trode, wetted  with  a  suitable  solution  of  cocaine,  be  applied  to 
the  alveolar  mucous  membrane,  the  negative  being  applied  to 
the  cheek  or  held  in  the  hand,  and  a  minute  current  then 
passed,  the  cocaine  will  be  absorbed  by  the  tissues  in  the 
vicinity  of  the  positive  electrode  and  the  adjacent  tissues, 
consequently  anaesthetised  to  such  an  extent  that  a  tooth  may 
be  extracted  painlessly  or  a  pulp  removed. 

In  the  same  way  it  is  asserted  that  by  wetting  the  positive 
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electrode  with  a  solution  of  sodium  chloride  a  discoloured 
tooth  may  be  bleached. 

The  apparatus  consists  of  a  battery  composed  of  eighteen 
dry  cells,  a  galvanometer,  a  current  regulator,  and  a  set  of 
electrodes  made  of  a  convenient  shape  for  dental  use. 

In  working  the  apparatus  the  current  is  very  gradually 
turned  on  from  one  tenth  of  a  milliampere  up  to  three  or  four, 
two  milliamperes  generally  being  sufficient  to  produce  the 
effect  desired. 

After  experimenting  with  the  apparatus  for  some  time  we 
were  forced  to  come  to  the  conclusion  that  while  in  most 
cases  it  did  what  was  required  of  it — in,  for  instance,  anaes- 
thetising the  tissues  to  which  the  positive  electrode  was 
applied, — yet  the  prolonged  period  spent  in  producing  the 
necessary  effect,  which  varied  from  twenty  minutes  to  an  hour 
or  so,  will  effectually  prevent  its  general  adoption,  for  the 
present  at  least,  in  hospital  or  private  work. 
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By  J.  FREDK.  W.  SILK,  M.D. 


The  following  account  is  drawn  up  closely  upon  the  lines 
adopted  in  previous  years. 


Summary. 

Total  number  of  recorded  administrations,  779. 

Operations  for  which  the  anassthetic 

was  (jiven  : 

Operations  on  head  and  neck 

. 

114 

„         on  nose,  mouth,  throat, 

&c. 

,               , 

56 

„          on  trunk  -         . 

. 

112 

„          abdominal,  including  herniae. 

&c. 

.      140 

„         genital 

. 

87 

„         rectal. 

, 

.       45 

„         on  limbs 

, 

.     199 

„         unstated  or  imperfectly 

recorded 

.       26 

Sex  of  the  patients  : 

Males   . 

376 

Females 

351 

Unrecorded 

52 

Age  of  the  patients  : 

Under  one  year. 

6 

From    1  to    5  years   inclusive 

30 

,y        6  „  10     „ 

.       43 

„      11  ,,  15     „             „ 

.       59 

,,      16  ,,  20     „ 

73 

„      21  „  25     „             „ 

.        64 

,,      26  „  30     „ 

50 

VOL.   ] 

tv. 

18 
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From  31  to  40  years   inclusive 


„   41  „  60 

„     51  „  60 

„  61  „  70 

„   71  „  75 

>»  '  '   1  ■  >y 

„      81  „  85 

Unrecorded  . 

, 

Anesthetic  used  : 

A.C.E.  mixture  throughout 
A.C.E.  preceded  by  gas  and  ether 
A.C.E.  preceded  by  chloroform. 
A.C.E.  preceded  by  ether 


104 

105 

43 

26 

6 

< 

"1 

169 

419 

. 

1 

. 

2 

. 

3 

Total  number  in  which  A.C.E.  was  employed  .     425 


Chloroform  throughout 
Chloroform  preceded  by  A.C.E. 
Chloroform  preceded  by  ether    . 


Ether  throughout     .... 
Ether  preceded  by  nitrous  oxide 
Ether  preceded  by  A.C.E. 
Ether  preceded  by  chloroform  .      ^    . 

Total  number  in  which  ether  was  employed 

Various  combinations         .  . 

Unrecorded     ..... 


170 

26 

2 


Total  number  in  which  chloroform  was  employed      198 


29 

67 

51 

3 


150 


Previous  condition  of  the  'patient  in  its  relation  to  the 
anaesthetic  used. — The  facts  available  under  this  head  are 
still  regrettably  meagre ;  certain  points  which  appear  to 
have  had  some  influence  are  as  follows  : 

In  stout  people  (9  records)  A.C.E.  alone  was  used  4  times, 
chloroform  alone  twice,  chloroform  preceded  by  A.C.E.  twice, 
ether  preceded  by  A.C.E.  once. 

Only  two  cases  of  lung  disea^se  are  recorded.      In  one  of 


The  AnaBsthetic  Registers.  263 

these  the  patient  had  A.C.E.  preceded  by  ether,  in  the  other 
chloroform  alone. 

Heart  disease  is  recorded  in  three  cases,  but  the  nature 
and  extent  of  the  lesions  are  not  defined.  A.C.E.  was  ad- 
ministered in  two  cases  and  ether  in  one. 

Eleven  cases  are  returned  as  ^^  feeble ''  or  ^^  very  feeble.^' 
Of  these  four  had  A.C.E.,  two  had  ether  preceded  by  chloro- 
form, one  had  ether  alone,  one  A.C.E.  preceded  by  ether, 
one  chloroform  alone,  one  A.C.E.  preceded  by  gas  and  ether, 
and  one  gas  and  ether  alone.  Only  one  case  of  empyema 
appears  upon  the  records  ;  in  this  ether  preceded  by  A.C.E. 
was  used. 

Twelve  cases  underwent  operations  on  the  thyroid  for 
goitrous  enlargement  which  interfered  more  or  less  with 
the  air-passages.  Of  these  seven  had  chloroform,  three 
A.C.E.,  and  two  various  combinations. 

Age  of  the  patient  in  its  relation  to  the  anaesthetic  em- 
ployed. — Tn  patients  under  twenty-one  years  of  age  (217 
records)  A.C.E.  was  used  91  times,  chloroform  88  times, 
ether  alone  7  times,  ether  preceded  by  nitrous  oxide  17  times, 
ether  preceded  by  A.C.E.  7  times,  various  combinations  7 
times. 

In  patients  between  the  ages  of  twenty-one  and  sixty 
(363  records)  A.C.E.  was  used  214  times,  chloroform  39 
times,  ether  alone  17  times,  ether  preceded  by  nitrous  oxide 
40  times,  ether  preceded  by  A.C.E.  32  times,  chloroform 
preceded  by  A.C.E.  13  times,  various  combinations  8  times. 

In  patients  over  sixty  (39  records)  A.C.E.  was  used  22 
times,  chloroform  10  times,  chloroform  preceded  by  A.C.E. 
5  times,  various  combinations  twice. 

Nature  of  the  operation  in  its  relation  to  the  anaesthetic 
employed. — Of  operations  involving  the  upper  air-passages, 
including  goitres,  there  are  68  records.  In  these  chloroform 
alone  was  used  47  times,  chloroform  preceded  by  A.C.E.  17 
times,  A.C.E.  three  times  and  a  combination  once. 

In  head  and  neck  operations  (100  records)  A.C.E.  was 
used  55  times,  chloroform  32  times,  ether  preceded  by 
A.C.E.  6  times,  chloroform  preceded  by  A.C.E.  6  times, 
gas  and  ether  once. 

Abdominal    operations    (60    records),    excluding    herniee, 
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A.C.E.  was  used  35  times,  ether  preceded  by  A.C.E.  9 
times,  chloroform  8  times,  ether,  and  gas  and  ether  5  times, 
various  combinations  3  times. 

Of  operations  for  hernia  there  are  78  records.  In  these 
A.C.E.  was  used  50  times,  chloroform  12  times,  ether  alone 
or  preceded  by  nitrous  oxide  or  A.C.E.  13  times,  various 
combinations  3  times. 

Methods. — A.C.E.  was  almost  always  given  on  a  sponge 
contained  in  a  perforated  mask,  the  administration  being 
commenced  on  60  occasions  with  a  Skinner's  frame.  Chloro- 
form was  most  often  given  on  a  towel,  frequently  on  a 
Skinner  ;  lint  was  used  in  two  cases,  and  Junker's  inhaler 
on  five  occasions.  In  operations  about  the  upper  air-passages 
(including  goitres)  a  usual  routine  was  to  induce  anaesthesia 
by  means  of  A.C.E.,  and  maintain  it  by  means  of  a  tube 
attached  to  a  Junker's  bottle  (14  records)  ;  in  ten  cases  chloro- 
form alone  was  used  throughout  the  operation.  In  four  cases 
a  preliminary  tracheotomy  was  performed,  and  the  anaesthetic 
(chloroform)  administered  through  the  Hahn's  tube. 

In  three  cases,  with  the  kind  assistance  of  Professor 
Hobday  himself,  trial  was  given  of  the  latter' s  method  of 
administering  chloroform.  This  plan  differs  from  the  Junker's 
method  in  that  the  air  is  drawn  over  and  not  through  the 
chloroform,  and  in  the  use  of  a  current  of  compressed  air 
when  a  greater  strength  of  vapour  is  desired.^  A  man  of 
thirty- five,  a  woman  of  about  thirty-two,  and  an  infant  were 
the  cases  chosen ;  in  all,  the  induction  was  prolonged,  and  in 
the  case  of  the  man,  A.C.E.  in  a  mask  was  necessary  to 
obtain  complete  relaxation,  but  in  the  maintenance  of  the 
anaesthesia  there  did  not  appear  to  be  much  difficulty. 

Quantity  used. — From  597  observations  in  which  both 
time  and  quantity  are  noted,  the  following  averages  have  been 
deduced  : 

A.C.E. — 389  observations.  One  ounce  used  in  every 
18*8  minutes. 

Chloroform — 124  observations.  One  ounce  used  in  every 
29'9  minutes. 

Ether — 84  observations.  One  ounce  used  in  every  11 '08 
minutes. 

1  See  *  Treatment '  for  July  22nd,  1897,  for  paper  by  Prof.  Hobday,  commu- 
nicated to  the  Society  of  Ancesthetists,  March  18th. 


The  Ansesthetic  Registers.  265 

Effects  of  the  Anaesthetic. — Presumably,  no  record  was 
made  under  this  head  unless  the  phenomena  observed  were 
distinctly  abnormal,  either  in  kind  or  in  degree. 

Struggling  or  excitement  was  sufficiently  pronounced  to 
attract  attention  in  two  cases  under  A.C.E. 

Cyanosis  is  noted  in  four  cases  under  A.C.E.,  in  two  cases 
under  ether  preceded  by  A.C.E.,  and  in  one  case  under  gas 
and  ether. 

Excess  of  mucus  is  noted  in  three  cases  under  ether,  and 
in  two  cases  under  A.C.E. 

Retching  or  sickness  was  observed  in  three  cases  under 
A.C.E.,  and  in  one  case  under  chloroform  preceded  by  A.C.E. 

The  occurrence  of  rigors  is  noted  in  three  cases,  all  under 
ether. 

In  one  case  it  is  noted  that  the  patient  had  bronchitis  and 
slight  pneumonia  the  day  following  the  inhalation  of  ether. 
The  patient  was  a  woman  of  twenty- two,  the  operation  was 
for  the  removal  of  a  tumour  in  the  abdominal  wall,  the  ether 
was  administered  by  means  of  an  Ormsby^s  inhaler,  and  two 
ounces  and  a  half  were  used  in  thirty-five  minutes.  The 
operation  took  place  on  January  20th,  1897,  and  nothing 
calling  for  remark  appears  to  have  occurred  during  the 
course  of  the  administration.  The  condition  quite  cleared 
up  in  the  course  of  a  day  or  so. 

Cases. 

The  following  cases  appear  to  be  of  interest,  from  the 
points  of  view  of  the  severity  of  the  operation  and  the 
duration  of  the  anaesthesia,  rather  than  from  the  development 
of  any  particular  complications  that  could  be  referred 
directly  to  the  anaesthetic ;  in  many  cases  strychnine  was 
injected  hypodermically  rather  as  a  precautionary  than  as  a 
remedial  measure. 

Case  1. — Male  aet.  32,  very  emaciated  and  feeble. 
Amputation  of  thigh.  Duration  forty-two  minutes.  Four 
ounces  of  ether  used  in  an  Ormsby^s  inhaler.  Pulse  became 
very  rapid,  but  continued  regular.  There  was  a  good  deal 
of  exhaustion.  Had  an  enema  of  four  ounces  of  beef  tea  an 
hour  and  a  half  before  the  operation,  and  -^  gr.  of  strych- 
nine hypodermically  at  end  of  operation. 
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Case  2. — Female  aet.  60.  Removal  of  sarcoma  in  sub- 
maxillary region.  A.C.E.  one  ounce  in  mask  to  induce 
anoesthasia  (five  minutes),  maintained  with  chloroform 
through  a  tube  in  the  mouth  for  one  hour  and  fifty  minutes. 
Seven  drachms  of  chloroform  used.  Strych.  hypoderm. 
yVgr. 

Case  3. — Male  set.  64.  Malignant  disease  of  tongue. 
Preliminary  tracheotomy.  A.C.E.  one  ounce  in  mask  to 
induce  (seven  minutes),  then  chloroform  through  Hahn^s 
tube  for  sixty-four  minutes.  Nutrient  enema  before  opera- 
tion ;  strych.  hypoderm.  -gV  gr.  immediately  after  induction 
of  anaesthesia,  and  also  ^V  gr.  at  end  of  operation ;  nutrient 
enema  on  return  to  ward. 

Case  4. — Female  set.  35.  Intussusception.  A.C.E.  three 
ounces  in  mask  for  one  hour  and  thirty-five  minutes. 
Strych.  ^V  gr.  and  enema  of  brandy. 

Case  5. — Female  set.  14.  Amputation  at  hip-joint. 
A.C.E.  two  and  a  half  ounces  in  mask  for  fifty  minutes. 
Pupils  dilated  and  breathing  shallow  while  tourniquet  on, 
both  improved  when  latter  removed.  Strych.  -^V  gr.  at 
beginning  of  operation,  -^-^  gr.  at  end. 

Case  6. — Male  set.  40.  Much  collapsed  from  shock  of 
injury.  Primary  amputation  both  thighs.  Anaesthesia 
induced  with  A.C.E.  (one  ounce)  in  mask,  maintained  with 
ether  (one  ounce)  in  same  mask.  Duration  thirty-five 
minutes.  Pulse  very  bad  all  time.  Strych.  hypoderm. 
-^  gr.  Ether  hypoderm.  tr^iij.  Rectal  infusion  of  saline 
solution. 

Case  7. — Male  aet.  49.  Much  collapsed.  Abdominal 
section  for  volvulus.  Anaesthesia  induced  with  A.C.E.,  and 
maintained  with  ether  in  mask,  quantity  unstated.  Duration 
fifty-two  minutes.  Strych.  hypoderm.  -^  gr.  after  induction. 
Pulse  improved  during  operation. 

Case    8. — Male    aet.    6.       Very    feeble    and    emaciated. 
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Amputation  at  hip.  Chloroform  and  ether  on  Skinner^s 
frame,  quantity  unstated.  Duration  twenty  minutes.  Pulse 
i)ecame  very  bad.  Strych.  hypoderm.  -^-^  gr.  Died  next 
day. 

Case  9. — Female  aet.  15.  Excision  of  knee.  A.C.E. 
one  ounce.  45  minutes.  Lost  much  blood.  Pulse  rose  to 
145  and  remained  rapid  throughout. 

Case  10. — Female  eet.  36.  Ovarian  cyst.  A.C.E.  two 
and  a  half  ounces,  and  ether  two  ounces  in  mask.  Duration 
one  hour  and  thirty-five  minutes.  Pulse  flagged  a  little 
towards  the  end,  but  breathing  good  throughout.  Strych. 
hypoderm.  -^  gr.  immediately  after  induction  and  twice 
during  operation;  yij-  gr.  in  all. 

Case  11. — Male  aet.  44.  Excision  of  tongue  and  portion 
of  inferior  maxilla.  Preliminary  tracheotomy.  Chloroform 
on  Skinner's  frame  and  through  tracheal  tube,  nine  drachms 
in  all.  Duration  sixty-five  minutes.  During  operation 
pulse  became  slow  and  intermittent,  but  was  full  and  normal 
in  rate  when  he  left  the  theatre.  Nutrient  enema  before 
operation  commenced.      Strych.  hypoderm.  -^V  gr. 

Case  12. — Female  aet.  45.  Removal  of  sarcoma  of,  face. 
Chloroform,  quantity  unstated.  Duration  thirty-five  minutes. 
Collapsed  from  loss  of  blood.      Strych.  hypoderm.  ^  gr. 

In  the  following  cases  there  appears  to  be  some  reason 
for  supposing  that  the  anaesthetic  was  largely  if  not  mainly 
concerned  in  the  production  of  the  unfavourable  symptom. 

Case  13.— Female  aet.  31.  'Abdominal  operation  for 
hepatic  abscess.  A.C.E.  in  mask,  one  ounce  and  a  half. 
Duration  fifteen  minutes.  Breathing  good  throughout,  but 
immediately  after  anaesthetic  withdrawn  patient  became  very 
livid.      Restored  with  ammonia. 

Case  14. — A  child,  sex  and  age  unstated.  Operation  for 
naevus  on  forehead.      Commenced  with  A.C.E.  on  Skinner's 
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frame,  followed  by  ether.  On  taking  strong  ether  vapour 
respirations  ceased.  Artificial  respiration  restored,  and 
operation  completed  under  chloroform.  Duration  twenty- 
five  minutes.      Child  did  well. 

Case  15. — Female,  age  unstated.  Operation  for  varicose 
veins.  A.C.E.  two  ounces.  Duration  forty-five  minutes. 
Patient  stopped  breathing,  chest  compressed.      Did  well. 

Case  16. — Female  about  50.  Scirrhus  of  breast.  Gas 
and  ether  (three  and  a  half  ounces).  Duration  forty-five 
minutes.  Breathing  became  feeble,  and  pulse  hardly  per- 
ceptible at  wrist.  Inhalations  of  oxygen  and  strych. 
hypoderm.  ^  gr. 

Case  17. — Female,  age  unstated.  Ovariotomy.  A.C.E. 
an  ounce  and  a  half.  Duration  one  hour  and  twenty 
minutes.      Breathing  bad  during  operation. 

Case  18. — Female  set.  37.  Epithelioma  of  vulva.  Gas 
and  ether  (two  ounces).  Duration  fifty  minutes.  Cyanosed 
towards  end,  and  respirations  very  bad.  Oxygen  restored 
colour. 

Case  19. — Female,  age  unstated.  Hydatid  of  gall- 
bladder. A.C.E.  four  ounces.  Duration  one  hour  and  a 
half.  Pulse  at  one  time  very  bad,  but  on  pressing  anaBS- 
thetic  pulse  recovered  and  kept  good  until  end. 

Case  20. — Male  set.  44.  For  divided  tendons.  A.C.E. 
quantity  unstated.  Duration  thirty-five  minutes.  Stage  of 
excitement  marked.     Very  cyanosed  all  the  time. 

Case  21. — Male  set.  24.  For  necrosis  of  femur.  Gas 
and  ether  (three  ounces).  Duration  thirty  minutes.  Soon 
after  operation  commenced  patient  became  pale,  pulse  quick 
and  irregular,  pupils  dilated.  Improved  with  oxygen,  but 
pupils  dilated  throughout. 

Case    22. — Male    set.    50.       Very    feeble;    radial    pulse 
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hardly  perceptible.  Gastrostomy.  A.C.E.  three  ounces, 
alternated  with  ether  in  mask.  Duration  thirty  minutes. 
Very  lightly  under.  Saline  solution  two  pints  and  a  half 
infused  into  rectum. 

Case  23. — Male  aet.  12.  Excision  of  hip.  Chloroform 
on  Skinner^s  frame.  Duration  forty  minutes.  Pulse  first 
stopped,  followed  by  stoppage  of  respiration ;  artificial  respi- 
ration successful. 

Case  24. — Male  set.  30.  For  necrosis  of  femur.  Ether 
in  mask,  preceded  by  A.C.E.,  and  ether  on  Skinner.  Dura- 
tion fifty  minutes.  Pulse  rose  to  180.  Strych.  hypoderm. 
^V  gr.  at  end. 

Case  25. — Female  aet.  28.  Excision  of  knee.  A.C.E.  an 
ounce  and  a  half,  occasionally  ether.  Duration  forty-four 
minutes.      Strych.  hypoderm.  -^V  gi".  at  end  of  operation. 

Case  26. — Female,  age  unstated.  For  cyst  in  breast. 
A.C.E.  an  ounce  and  a  half.  Duration  twenty-five  minutes. 
Stopped  breathing  for  a  second  or  two,  otherwise  good. 

Case  27. — Female  aet.  40.  Enlarged  thyroid  and  Craves' 
disease.  Chloroform  about  two  drachms  on  Skinner's  frame. 
'^  Patient  took  anaesthetic  very  well,  respirations  regular ; 
pupils  slightly  enlarged  throughout ;  stopped  breathing 
suddenly ;  artificial  respiration  resorted  to,  but  patient 
never  recovered.''  The  death  took  place  within  five  minutes 
of  starting  the  inhalation,  and  before  the  operation  was  com- 
menced. 

Case  28. — Female  aet.  7.  Glands  in  neck.  Chloroform 
on  towel.  Duration  forty-five  minutes.  Pupils  dilated  and 
patient  stopped  breathing.      Artificial  respiration  restored. 

Case  29. — Female  aet.  about  12.  Operation  for  inguinal 
hernia.  A.C.E.  Duration  fifteen  minutes.  Within  a  few 
minutes  of  commencing  inhalation  patient  became  livid, 
pupils   dilated^   breathing    shallow    and    gradually    ceasing. 
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Colour   restorecl   by    artificial    respiration^  but   breathing   in 
abeyance  for  between  one  and  two  minutes. 

Case  30. — Female  aet.  51.       Excision  of  breast.  A.C.E. 

followed    by   ether  in   mask.      Duration  forty-five  minutes. 

Bad  colour  all  time^  stopped  breathing  once,  and  artificial 
respiration  had  to  be  resorted  to. 

Case  31. — Male  set.  30.  Amputation  of  big  toe.  A.G.E. 
followed  by  ether  in  mask.  Duration  twenty-five  minutes. 
After  three  or  four  respirations  of  A.C.E.  became  cyanosed_, 
and  breathing  stopped  for  nearly  four  minutes. 

Case  32. — Male  aet.  4^.  Glands  in  neck.  A.C.E.  one 
and  a  quarter  ounces.  Duration  thirty-five  minutes.  After 
six  minutes  lividity,  feeble  respiration,  widely  dilated  pupils  ; 
restored  by  traction  on  tongue. 

Case  33. — Female  set.  68.  Stout,  bronchitis  and  dyspnoea, 
very  feeble.  For  scirrhus  of  breast.  Chloroform  two 
drachms  (?)  on  Skinner's  frame.  Duration  twenty-five 
minutes.  Took  anaesthetic  badly  throughout ;  pulse  bad, 
cyanosed  and  collapsed.  Recovered  somewhat  before  leaving 
theatre,  but  died  ten  minutes  after  reaching  ward. 

Case  34. — Female  aet.  36.  Excision  of  knee.  Patient 
vomited  at  end  of  induction  with  A.C.E.  ;  ether  made  it 
worse,  so  continued  with  chloroform.  Slightly  sick  during 
operation.      Duration  eighty  minutes. 

Case  35. — Male  aet.  50.  Feeble  and  emaciated.  Gastro- 
stomy. Anaesthesia  induced  with  gas  and  ether  ;  vomiting 
and  a  good  deal  of  cough,  so  changed  for  A.C.E.  Breathing 
stopped  for  a  few  seconds  under  latter,  requiring  artificial 
respiration. 

Case  36. — Male  about  35.  Robust.  Removal  of  loose 
bodies  from  knee-joint.  Gas  and  ether.  Duration  thirty 
minutes.       Lividity  easily  produced,  controlled  with  oxygen. 

Administrators, — The  anaesthetics  have  been  administered 
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during  the  year  and  the  records  kept  by  forty-nine  different 
observers. 

Remarks . — By  next  year  it  is  hoped  that  upwards  of  3000 
cases  will  have  been  recorded  in  the  registers,  a  number 
sufficiently  large  to  make  it  worth  while  to  analyse  and  con- 
trast the  cases  more  thoroughly  than  has  hitherto  been  done. 

One  must  again  express  regret  that  more  attention  is  not 
paid  to  '^  after-effects  ;  '^  it  is  on  this  point,  more  perhaps  than 
upon  any  other,  that  information  is  wanted,  and  this  informa- 
tion can  hardly  be  obtained  anywhere  so  well  as  from  a  large 
general  hospital. 

It  will  be  noted  that  there  is  a  considerable  falling  off  in 
the  number  of  cases  recorded ;  this  is  mainly  due  no  doubt 
to  some  laxity  in  keeping  the  registers,  especially  in  the 
gynsecological  department,  but  it  may  also  be  partly  ascribed 
to  a  slight  falling  off  in  the  total  number  of  cases  operated 
upon."^ 

The  number  of  cases  in  which  A.C.E.  was  used  has  rela- 
tively increased  as  compared  with  last  year,  and  absolutely 
so  as  compared  with  1894—5.  The  use  of  chloroform  shows 
a  very  marked  decrease  over  the  numbers  recorded  in  both 
the  previous  years.  Ether  was  not  employed  nearly  so  often 
as  in  1894-5,  but  relatively  about  as  often  as  last  year. 

It  may  be  noted  that  oxygen  has  been  occasionally  used  to 
counteract  the  lividity,  &c.,  due  to  the  use  of  ether. 

Records  of  the  previous  condition,  and  of  the  general  effects 
of  the  an£esthetic,  are  even  less  satisfactory  than  in  the  two 
previous  years. 

*  See  under  General  Table  of  Surgical  Operations,  ante. 
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ANALYSIS  OF  POST-MORTEM  EXAMINATIONS  PERFORMED 
FROM  OCTOBER  1st,  1896,  TO  SEPTEMBER  SOth,  1897. 

N.B. —  This  analysis  tvill  not  tally  exactly  with  the  clinical  reports,  because  the 
latter  deal  with  the  cases  admitted  during  the  year,  and  many  cases 
which  were  admitted  last  year  have  died  during  this  year.  The  volume 
and  page  quoted  throughout  refer  to  the  Post-mortem  Register  \>f  the 
Hospital. 

Total  number  of  post-mortems  =  162. 


Specific  and  General  Diseases. 

Typhoid  Fever. — One  doubtful  case  which  died  of  septic 
endocarditis  (q.  v.). 

Diphtheria. — Two  cases. 

In  one  of  these  (vol.  vi^  p.  158)  there  was  marked 
nephritis. 

Septico-pyjcmia. — Apart  from  cases  of  septic  endocarditis, 
septic  kidney,  &c.,  there  were  6  cases  in  which  there  was 
general  septic  poisoning,  viz. :  (1)  a  case  of  suppuration 
round  the  femur ;  (2)  a  case  of  osteomyelitis  with  in- 
farctions in  the  lungs  ;  (3)  a  case  of  multiple  visceral 
abscesses ;  (4)  a  case  of  purulent  meningitis  with  double 
empyema ;   (5)  a  case  of  abscess  in  the  neck  with  stricture 
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of  oesophagus ;  (6)  a  case  of  cellulitis  of  the  fauces  with 
septic  endocarditis,  &c.  The  first  three  cases  are  described 
in  the  Surgical  Reports. 

The  fifth  case  is  as  follows  (vol.  vi,  p.  106): — A  woman, 
a3t.  33,  Dr.  Curnow.  There  was  a  large  abscess  in  the 
neck  filled  with  foul  brownish  pus.  It  was  bounded  in 
front  by  the  oesophagus,  and  behind  by  the  vertebrae  (which 
were  normal).  Above  it  reached  well  behind  the  pharynx, 
while  below  it  did  not  enter  the  thorax.  It  was  probably 
due  to  a  perforation  of  the  oesophagus,  but  the  exact 
opening  was  not  found.  The  oesophagus  was  tightly 
constricted  (not  admitting  the  little  finger)  exactly  behind 
the  cricoid  cartilage.  The  stricture  was  half  an  inch  long 
and  superficially  ulcerated,  and  above  it  the  oesophagus  was 
dilated.  The  wall  of  the  oesophagus  at  and  below  and 
above  the  stricture  was  thickened,  but  apparently  by 
fibrous  tissue,  and  not  by  a  tumour.  There  were  one  or  two 
very  small  haemorrhagic  infarcts  in  the  lungs,  and  a  small 
thrombus  was  found  at  the  junction  of  the  left  internal 
jugular  vein  with  the  innominate.      Other  organs  normal. 

The  sixth  case  is  as  follows  (vol.  vi,  p.  205)  : — A  boy 
aet.  3^,  Dr.  Hayes.  There  was  intense  inflammation  of  the 
soft  palate,  tonsils,  and  pharynx.  There  was  no  pseudo- 
membrane,  but  the  mucous  membrane  of  the  soft  palate 
looked  as  if  it  had  coagulated.  There  were  double 
empyema  and  multiple  suppurating  infarctions  in  the 
lungs.  The  ^eWcartZmm,  contained,  much  purulent  fibrin, 
and  in  the  right  auricle  just  above  the  tricuspid  valve 
there  was  a  ragged,  soft,  adherent  thrombus,  covering  the 
area  of  one  shilling.      Other  organs  normal. 

Syphilis. — Five  cases. 

No.  1  (vol.  vi,  p.  103)  .died  of  phthisis  with  lardaceous 
disease.      There  were  gummatous  scars  in  the  liver. 

No.  2  (vol.  vi,  p.  131)  died  with  cirrhosis  of  the  liver  and 
extreme  chronic  peritonitis  (peritonitis  deformans).  There 
was  a  gumma  in  the  kidney. 

No.  3  (vol.  vi,  p.  178)  committed  suicide.  There  were 
white  plaques  on  the  pharynx. 

No.  4  died  of  aneurism  (q.  v.).  There  was  a  suppurating 
gumma  in  the  liver. 
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No.  5  (vol.  vi^  p.  188)  died  with  ulceration  of  the  pharynx 
and  inflammatory  oedema  of  the  larynx.  The  liver  was  in  a 
state  of  early  cirrhosis. 

Tuberculosis. — Tubercular  lesions  were  found  in  36  cases, 
but  it  is  likely  that  in  some  other  cases  old  tubercular  scars 
in  the  lung  were  not  recorded.  Tuberculosis  was  the  cause 
of  death  in  26  of  the  36  cases,  but  in  one  of  them  recent 
endocarditis  and  cirrhosis  of  the  liver  were  also  present. 
Three  cases  died  of  cancer,  and  one  of  a  granular  kidney. 

As  regards  the  distribution  of  the  tubercle,  there  was 
acute  general  tuberculosis  in  5  cases,  Addison's  disease  in 
2  cases,  tubercular  meningitis  in  8  cases,  tuberculosis  of 
bones  4  cases,  and  phthisis  in  16  cases.  The  larynx,  in- 
testines, &c.,  were  affected  secondarily  in  other  cases,  and 
several  cases  showed  merely  old  tubercular  scars  in  the 
lungs. 

Cancer. — Eighteen  cases.  The  primary  growth  was  in 
the  oesophagus  in  5  cases,  in  the  stomach  in  3  cases,  in  the 
tongue  in  2  cases,  in  the  duodenum  in  2  cases,  in  the  breast, 
rectum,  and  vesiculaa  seminales  in  one  case  each.  In  one 
case  it  was  doubtful  as  to  whether  the  growth  began  in  the 
bile-ducts  or  in  the  head  of  the  pancreas  ;  in  one  case  it 
appeared  to  begin  in  the  peritoneum,  and  in  another  in  the 
pleura. 

Sarcoma. — Two  cases.  One  began  in  the  breast.  In  the 
other  there  were  multiple  growths,  the  earliest  being  pro- 
bably in  the  thigh  (see  Surgical  Reports). 

Lymphadenoma. — One  case,  which  is  as  follows  (vol.  vi, 
p.  132),  Dr.  Curnow  : — A  man  aet.  26.  There  was  slight 
jaundice.  Pericardium  normal.  The  heart  showed  marked 
fatty  degeneration  with  the  usual  pink  and  yellow 
mottling,  especially  in  the  musculi  papillares.  Lungs 
normal  except  for  one  or  two  nodules  not  larger  than 
tubercles.  The  peritoneum  showed  small  yellowish  flattish 
nodules,  especially  on  the  surface  of  the  liver.  In 
the  intestines  there  was  no  enlargement  of  the  solitary 
glands  or  Peyer's  patches.  The  retro-peritoneal  glands 
were  large,  and  so  were  the  glands  round  the  stomach 
and  in  the  portal  Assure  (one  of  which  touched  the  common 
bile-duct).       The    spleen   was    very   large   and    fibrous,   and 
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abundantly  studded  with  small  round  yellow  nodules,  with 
here  and  there  some  wedge-shaped  masses.  The  glands 
and  the  nodules  in  the  spleen,  being  yellow  from  jaundice, 
looked  very  like  tubercles  to  the  naked  eye.  The  liver 
and  kidney  showed  small  nodules.  The  cervical  glands 
were  very  large.  Microscopically  the  spleen  showed  nodules 
of  lymphoid  tissue,  with  much  proliferation  of  the  endo- 
thelium lining  the  lymph  spaces.  It  also  contained  a  small 
amount  of  pigment,  and  some  of  the  wedge-shaped  masses 
were  in  a  state  of  coagulation  necrosis.  In  the  liver  the 
growths  were  lymphadenomatous.  In  the  smallest  growths 
it  could  be  seen  that  the  tumours  formed  round  the  arteries 
(lymph  sheaths),  and  not  round  the  portal  vein  branches. 

Rickets. — Two  cases.  Both  died  of  broncho-pneumonia. 
In  neither  was  the  spleen  enlarged. 

Gout. — One  case.  There  were  deposits  in  the  great  toes. 
Death  was  due  to  granular  kidneys  with  uraemia. 

Lardaceous  Disease. — Three  cases.  One  was  due  to 
phthisis,  one  to  tubercular  disease  of  the  knee,  and  one  to 
old  fistulas  round  a  stricture  of  the  urethra  (see  Surgical 
Keports).  In  all  three  the  liver,  spleen,  and  kidneys  were 
affected,  and  in  one  the  intestines. 

Pernicious  Anaemia. — Two  cases.  One  was  a  woman 
aet.  47  (vol.  vi,  p.  148),  and  the  other  a  man  set.  49 
(vol.  vi,  p.  227).  In  the  last  case  the  kidneys  were  small 
and  granular. 


Diseases  op  the  Larynx,  Lungs,  and  Pleura. 

Larynx. 

Tubercular  laryngitis. — Three  cases  (vol.  vi,  pp.  92,  120, 
and  140).      In  all  there  was  phthisis  as  well. 

Syphilitic  laryngitis. — One  case  {vide  Syphilis). 

Bronchi  and  Lungs. 

Simple  bronchitis. — Three  cases.     Two  were  infants.     The 
third  was  a  case  of  kiduey  disease  with  extreme  bronchitis. 
Bronchiectasis. — Four  cases.      Two  were  cases  of  phthisis. 
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The  third  case  was  that  of  a  child  with  chronic  pneumonia. 
The  fourth  case  is  as  follows  (vol.  vi_,  p.  217)  : — A  boy, 
set.  17,  Dr.  Curnow.  Death  was  due  to  purulent  meningitis. 
The  heart  was  displaced  two  inches  to  the  left,  but  otherwise 
normal.  The  left  lung  was  completely  collapsed  and 
airless,  and  the  bronchial  tubes  in  both  lobes  were  dilated. 
The  lung  was  less  than  half  its  normal  size.  The  right 
lung  was  hyper fcrophied,  being  nearly  twice  as  big  as 
normal.      Liver  fatty. 

Lobular  pneumonia. — Ten  cases.  Eight  were  the  ordinary 
catarrhal  lobular  pneumonia  of  children,  but  in  two  of  these 
empyema  was  present.  The  ninth  case  was  also  in  a  child, 
but  the  pneumonia,  although  lobular,  was  hsemorrhagic,  and 
particles  of  food  were  found  in  the  larynx.  The  tenth  case 
(vol.  vi,  p.  232)  was  one  of  multiple  aneurism  {vide 
Aneurism).  There  was  bronchitis  with  areas  of  lobular 
pneumonia,  but  no  evidence  of  pressure  on  the  trachea. 

Croupous  pneumonia, — Eleven  cases.  As  regards  position, 
5  were  at  the  right  base,  3  at  the  left  base,  2  at  the  right 
apex,  and  1  at  both  the  left  base  and  the  right  apex.  Only 
one  case,  that  of  a  child,  was  quite  simple  and  uncomplicated. 
In  one  case  there  was  progressive  muscular  atrophy,  in  one 
delirium  tremens,  in  one  acute  nephritis,  and  in  one  a 
granular  kidney.  One  case  was  complicated  by  pericar- 
ditis, and  one  by  empyema  in  the  opposite  pleura.  The 
other  four  cases  appear  to  have  lasted  longer,  the  solid  lung 
being  firm  as  if  in  a  state  of  early  interstitial  pneumonia.  Of 
these  four,  one  was  complicated  by  miliary  tubercles  in  all 
parts  of  the  lung,  and  two  by  empyema  on  the  same  side, 
while  the  fourth  is  as  follows  (vol.  vi,  p.  139,  Dr.  Hayes)  : — 
A  girl  aet.  1  year.  The  lower  lobe  of  the  left  lung  was 
red,  swollen,  solid,  rather  firmer  than  in  recent  red  hepatisa- 
tion,  and  probably  in  a  state  of  early  interstitial  pneumonia. 
The  upper  lobe  of  the  right  lung  was  solid.  Across  the 
pleura  over  it,  there  was  a  white  depressed  band  (4  inch 
wide  and  3  inches  long)  running  obliquely  from  above 
downwards  and  inwards.  The  band  consisted  of  thickened 
pleura,  and  beneath  it  a  very  contracted  fibroid  condition  of 
the  lung  was  found,  extending  right  through  the  upper  lobe. 
Both  vessels  and  tubes  in  this  part  of  the  lung  appeared  large, 
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and  were  close  together.  Above  and  below  tliis  contracted 
portion  the  lung  was  solid,  swollen,  and  red,  but  firmer  than 
in  red  hepatisation.  The  condition  was  one  of  early- 
interstitial  pneumonia,  with  an  older,  quite  fibrous  patch  of 
lung  in  the  middle. 

Secondary  pneumonia. — Five  cases.  Three  followed  val- 
vular disease  of  the  heart,  and  in  one  of  these  cancer  was 
also  present  {vide  Typhlitis).  In  one  case  there  was  cancer 
of  the  pancreas,  and  in  another  cancer  of  the  tongue. 

Interstitial  pneumonia. — ^Five  cases.  These  include  the 
four  cases  which  followed  croupous  pneumonia  {v.  s.)  and  the 
case  of  contracted  lung  with  bronchiectasis  {v.  s.). 

Abscess  of  lung. — Two  cases.  One  was  a  case  of  multiple 
abscesses  following  infarctions,  and  due  to  septic  endocarditis 
with  cellulitis  of  the  fauces.  It  is  described  under  Pysemia. 
The  other  was  the  case  of  osteomyelitis  {vide  Surgical 
Eeports) . 

Gangrene  of  the  lung. — In  one  case -of  pneumonia  following 
cancer  of  the  tongue  the  pneumonic  lung  was  softening,  and 
had  a  gangrenous  odour.  It  is  described  in  the  Surgical 
Reports. 

Miliary  tuberculosis. — Six  cases.  In  five  cases  death  was 
due  to  tubercular  meningitis,  and  in  one  there  was  croupous 
pneumonia  becoming  interstitial. 

Phthisis. — Sixteen  cases.  In  one  of  these  there  was 
valvular  disease  of  the  heart  and  a  history  of  alcoholism,  in 
one  there  was  caries  of  the  vertebrae,  and  in  one  death  was 
due  to  volvulus.      The  others  were  ordinary  cases. 

As  regards  the  complications  of  phthisis,  the  larynx  was 
tubercular  in  3  cases,  and  the  intestine  in  8  cases  (in  2  of 
which  there  were  tubercles  which  had  not  yet  ulcerated). 
There  were  tubercles  in  the  peritoneum  in  2  cases,  in  the 
hidney  in  3  cases,  in  the  liver  in  3  cases,  in  the  spleen  in  3  cases, 
in  the  pericardium  in  one  case,  in  the  pia  mater  in  one  case, 
and  in  the  supra-renal  capsule  in  2  cases.  In  both  of  the  last 
the  tubercles  were  miliary,  and  there  had  been  no  symptoms 
of  Addison's  disease.  In  2  cases  pneumothorax  was  present, 
and  in  2  there  was  extensive  pleuritic  effusion,  apparently 
without  perforation  of  the  lung.  In  2  cases  the  liver  was 
fatty.      In    one   case   the.  liver,    spleen,    and    kidney    were 


J 


Report  of  Pathological  Department.  279 

lardaceous.  In  one  case  there  was  acute  peritonitis  without 
tubercle. 

In  9  cases  there  were  old  and  unimportant  tubercular 
scars  in  the  lungs. 

Cancer.  —  One  case,  which  was  secondary  to  cancer  of  the 
(Esophagus. 

Lymphadenoma. — In  one  case  there  were  small  lymphade- 
iiomatous  nodules  in  the  lungs  {vide  Specific  Diseases). 

Infarctions. — Eight  cases.  Three  occurred  in  cases  of 
simple  endocarditis,  and  2  in  cases  of  septic  endocarditis. 
The  sixth  was  the  case  of  stricture  of  the  oesophagus  with 
thrombosis  of  the  jugular  vein  (vide  Pyemia),  the  seventh 
•was  the  case  of  osteomyelitis,  and  the  eighth  followed  sup- 
purative cholangitis  [vide  Diseases  of  the  Liver). 

Hypertrophy. — There  was  one  case  of  true  hypertrophy  of 
the  lung,  following  contraction  of  the  other  lung  [vide 
Bronchiectasis) . 

Fleura. 

Empyema. — Nine  cases.  Four  of  these  cases  were  com- 
plicated by  pneumonia,  and  in  one  of  these  the  empyema 
was  nearly  healed.  One  was  complicated  by  pericarditis 
.(vol.  vi,  p.  191),  and  one  by  purulent  meningitis  (vol.  vi, 
238).  One  followed  pneumothorax  due  to  phthisis,  and  2 
occurred  in  cases  of  general  pyaemia. 

Pneumothorax. — Two  cases,  both  of  which  were  due  to 
phthisis. 

Cancer. — Three  cases.  One  was  secondary  to  scirrhus  of 
the  breast,  and  another  apparently  to  cancer  of  the  peri- 
toneum. In  the  third  case  it  was  doubtful  whether  the 
cancer  began  in  the  pleura,  or  at  the  root  of  the  lung.  It 
is  as  follows  (vol.  vi,  p.  172,  Dr.  Yeo)  : — A  man  set.  43. 
There  was  great  emaciation.  The  heart  was  normal,  but  the 
right  lung  was  adherent  to  the  pericardium,  and  there  were 
many  enlarged  glands  between  the  pericardium  and  the 
lower  part  of  the  sternum.  The  left  lung  was  emphysematous, 
and  there  were  several  small,  white,  pearly-looking  plaques 
on  its  pleura.  The  right  pleural  cavity  contained  a  large 
quantity  of  dark  brown  turbid  fluid  at  the  base.  The  right 
lung  was  very  small.      Its  upper  lobe  was  adherent  all  over. 
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while  the  lower  lobe  was  free,  but  compressed  by  the  fluid 
around  it.  The  right  pleura  was  thickened  (in  some  places 
to  the  extent  of  half  an  inch)  by  diffuse  malignant  growth. 
This  was  particularly  marked  at  the  root  of  the  lung,  and 
the  main  bronchus  was  much  narrowed  by  the  mass  of 
cancer.  The  pleura  was  also  very  thick  where  it  covered 
the  vertebrae  and  bounded  the  mediastinum.  The  peritoneum, 
especially  the  omentum  and  pelvic  peritoneum,  was  covered 
by  a  mass  of  hard  nodular  growths,  and  it  was  full  of  turbid 
fluid  (looking  like  a  moderately  chylous  ascites,  but  there 
was  no  enlargement  of  lacteals  in  the  mesentery).  The  liver 
contained  one  small  nodule  of  cancer,  but  on  its  peritoneal 
surface  there  were  many  nodules.  There  was  an  adherent, 
firm  thrombus  in  the  left  internal  iliac  vein. 

Diseases  op  the  Pericaedium,  Heaet,  and  Aeteries. 

Pericardium. 

Acute  pericarditis. — Five  cases.  1  (vol.  vi,  p.  113). — 
Septic  endocarditis  was  present  {v.  i.),  and  the  fluid  in  the 
pericardium  was  very  turbid. 

2  (vol.  vi,  p.  114). — The  fluid  was  purulent,  and  the 
lower  lobe  of  the  left  lung  was  in  a  state  of  early  grey 
hepatisation. 

3  (vol.  vi,  p.  191). — The  fluid  was  almost  pus,  and  there 
was  empyema  in  the  right  pleura.  There  was  a  history  of 
sore  throat,  but  the  fauces  were  now  normal. 

4  (vol.  vi,  p.  196). — The  fluid  was  sero-fibrinous,  and 
there  were  miliary  tubercles  on  the  surface  of  the  peri- 
cardium and  large  masses  of  softening  tubercles  in  both 
lungs. 

5  (vol.  vi,  p.  205). — The  fluid  was  purulent  (mdJe  Pyaemia, 
sixth  case). 

Pericarditis  and  endocarditis  co-existed  in  six  cases.      In 
four  of  them  the  pericardium  was  adherent  by  fibrous  tissue. 
Adherent  pericardium. — Four  cases  [v.  s.). 

Heart, 

Endocarditis. — Twenty-four  cases.  Nineteen  were  simple 
cases  (old  and  recent),  and  5  were  septic.  Of  the  19  simple 
cases,  the  heart  trouble  was  the  cause  of  death  in  10,  while 
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in  anotber  there  was  as  much  valvular  affection  as  kidney 
disease.  Of  tlie  other  9  cases,  4  died  of  cancer,  2  of 
cerebral  haemorrhage  due  to  a  granular  kidney,  one  of 
phthisis  and  alcoholism,  and  one  of  cirrhosis  of  the  liver. 
Of  the  5  septic  cases,  one  was  infected  from  a  cellulitis  of 
the  fauces  [vide  Pyaemia,  Case  6),  and  one  from  the  intestine 
[v.  i.)  ;  while  in  the  other  three  the  source  of  infection  was 
not  found.  In  only  one  septic  case  were  signs  of  old  endo- 
carditis found.      In  3  cases  the  valves  were  normal. 

Three  of  the  septic  cases  are  worth  recording  more  fully. 
1  (vol.  vi,  p.  110,  Dr.  Yeo).— A  woman  sst.  38.  The 
valves  were  normal,  but  in  the  right  ventricle  there  was  a 
thrombus,  lightly  attached  to  the  ventricular  wall  beneath 
the  left  cusp  of  the  tricuspid  valve  (but  not  attached  to  the 
valve).  This  thrombus  was  rounded,  smooth  on  the  outside, 
and  quite  diffluent  internally.  In  the  lungs  there  were 
one  or  two  large  infarcts,  around  which  pneumonia  had 
developed.  Other  organs  normal,  but  there  were  some 
small,  white,  non-adherent  particles  of  clot  in  the  right 
common  iliac  vein.      Uterus  normal. 

2  (vol.  vi,  p.  113,  Dr.  Yeo).— A  woman  set.  34.  The 
pericardium  contained  a  few  ounces  of  turbid  serum,  and  its 
surface  was  lightly  covered  by  fibrin.  In  the  right  ven- 
tricle there  was  a  rounded  thrombus  the  size  of  a  marble, 
smooth  and  firm  externally,  but  diffluent  internally.  It  was 
adherent  to  the  ventricular  wall.  The  inner  part  of  a  clot 
in  the  pulmonary  artery  was  also  diffluent.  The  aortic 
valves  were  covered  by  large  vegetations,  and  two  of  them 
were  perforated.  The  remains  of  the  valves  were  thick 
and  rigid,  showing  that  the  septic  process  had  supervened 
on  old  endocarditis.  Mitral  valve  normal.  The  spleen 
contained  one  large,  non-haemorrhagic,  firm  infarct.  There 
was  some  suspicious  crumbling  clot  in  the  right  internal 
iliac  vein.      The  uterus  was  normal. 

3  (vol.  vi,  p.  157,  Dr.  Duffin). — A  woman  aet.  25.  The 
case  had  shown  all  the  symptoms  of  typhoid  fever,  but  no 
ulceration  of  the  ileum  was  found.  In  fact,  Peyer's  patches 
could  not  be  made  out  at  all,  but  large  numbers  of  the 
solitary  glands  were  enlarged,  although  not  greatly  so. 
The  mucous  membrane  showed  catarrh.      It  seems  probable 
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that  this  may  have  been  a  second  attack  of  typhoid  fever^ 
but  the  spleen  was  not  enlarged..  In  the  heart  the  valves 
were  normal.  In  the  right  ventricle  a  softening  thrombus 
was  found,  and  at  the  apex  of  the  left  ventricle  a  large 
thrombus  had  formed  on  the  endocardium.  It  occupied 
nearly  one  quarter  of  the  cavity  of  the  ventricle,  and  was 
quite  decolourised.  It  was  partially  organised,  the  portion 
next  to  the  ventricular  wall  being  firm  and  almost  fibrous. 
It  is  curious  that  the  clot  on  the  left  side  should  be 
organising  while  that  in  the  right  ventricle  was  septic. 

Valvular  disease  of  the  heart. — Twenty-one  cases.  It 
will  be  remembered  that  in  3  cases  of  septic  endocarditis- 
the  valves  were  normal.  Both  the  aortic  and  the  mitral 
valves  were  affected  in  6  cases,  and  in  one  of  these  the 
tricuspid  was  stenosed.  Aortic  valvular  disease  co-existed 
with  tricuspid  stenosis  in  one  case,  the  mitral  valve  being 
normal.  There  was  aortic  disease  only  in  6  cases,  and 
mitral  disease  only  in  8  cases.  There  were  6  cases  of 
button-hole  mitral.  There  were  vegetations  on  the  aortie 
valves  in  6  cases,  on  the  mitral  valve  in  9  cases,  and  on  the 
tricuspid  in  1  case. 

Affections  of  other  organs  in  endocarditis. — Infarctions, 
were  found  in  the  hmgs  in  5  cases,  in  the  kidney  in  5  cases,, 
in  the  spleen  in  5  cases,  and  in  the  hrain  in  1  case.  There 
was  pneumonia  independently  of  endocarditis  in  3  cases. 

Fatty  degeneration  of  the  heart. — Three  cases.  One  was. 
a  case  of  lymphadenoma,  and  2  were  cases  of  pernicious. 
anaemia. 

Diseases  of  the  Arteries. 

Aneurism. — Four  cases.      One  of  these  was  a  woman. 

1  (vol.  vi,  p.  84,  Dr.  Curnow). — A  man  set.  52.  Organs 
normal.  Just  beyond  the  subclavian  orifice  there  was  a  hole 
the  size  of  a  hen^s  egg  in  the  posterior  wall  of  the  aorta. 
This  led  to  a  diffuse  aneurismal  sac  hollowed  out  in  the 
vertebrae.  On  the  right  side  rupture  had  taken  place  into 
the  lung  substance.  On  the  left  side  the  lung  was  com- 
pressed. 

2  (vol.  vi,  p.  185,  Dr.  Tirard).— A  man  ^et.  34.  There 
was  a  hole  the  size   of  half  a  crown  in  the  posterior  wall  of 
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the  aorta,  1  inch  below  the  orifice  of  the  subclavian  artery. 
This  led  into  a  diffuse  aneurismal  sac  hollowed  out  in  the 
vertebrae.  No  actual  opening  into  the  spinal  canal  was 
found,  but  the  cord  behind  the  eroded  vertebrae  was  white 
and  diffluent.  The  rihs  close  to  the  vertebrae  were  eroded. 
The  right  bronchus  was  slightly  compressed.  The  left  pleura 
contained  26  ounces  of  brown  serum.  The  left  recurrent 
laryngeal  nerve,  the  oesophagus,  and  the  large  veins  had 
escaped  compression.  The  liver  contained  an  old  sup- 
purating gumma,  and  was  covered  by  perihepatitic  adhesions. 

3  (vol.  vi,  p.  210). — Brought  into  the  hospital  dead.  A 
man  aet.  about  55.  There  were  two  aneurisms,  both  sac- 
culated ;  one  was  on  the  inner  side  of  the  innominate 
artery,  and  about  the  size  of  a  golf  ball.  It  had  burst  into 
the  trachea.  The  other  sprang  from  the  middle  third  of 
the  descending  aorta.  It  was  about  the  same  size  as  the 
other,  and  it  eroded  the  vertebrae. 

4  (vol.  vi,  p.  232,  Dr.  Yeo).— A  woman  get.  62.  There 
was  an  aneurism  in  the  first  part  of  the  aortic  arch,  and 
another  at  the  beginning  of  the  right  carotid  artery.  The 
wall  of  the  whole  aorta,  as  far  as  the  bifurcation  at  the 
sacrum,  was  so  occupied  by  large  calcareous  plates  as  to 
form  a  rigid  tube,  and  inside  it  was  rough  from  exposure 
of  the  plates.  There  was  intense  tracheitis  (without  direct 
pressure  on  the  tube),  bronchitis,  and  broncho-pneumonia. 
The  kidneys  were  small  and  granular. 

Extreme  calcification  of  the  aorta. — Two  cases,  one  being 
the  case  of  aneurism  (Case  4)  mentioned  above,  and  the 
other  being  that  of  a  man  set.  63.  In  both  the  kidneys  were 
granular. 

Diseases  of  the  Alimentary  Canal  and  Peritoneum. 

Cancer  of  the  tongue. — Two  cases  {vide  Surgical 
Reports). 

Sarcoma  of  the  tonsil. — One  case.  The  tumours  were 
multiple    {vide  Surgical  Reports). 

Pharyngeal  syphilides. — Two  cases  {vide  Syphilis). 

Cellulitis  of  fauces. — One  case  {vide  Pyaemia,  Case  6). 

Cancer  of  oesophagus. — Four  cases.  1  (vol.  vi,  p.  88). — 
The   cancerous   ulcer    extended  from  opposite  the  cricoid  to 
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the  bifurcation  of  the  trachea.  It  had  perforated  into  the 
mediastinum,  causing  a  cellulitis  which  had  ended  in  gan- 
grene. 

2  (vol.  vi,  p.  134). — The  cancer  was  opposite  the  cricoid, 
and  death  was  due  to  shock  after  gastrostomy. 

3  (vol.  vi,  p.  144). — The  growth  was  in  the  middle  third 
of  the  gullet,  and  death  was  due  to  perforation  into  the 
mediastinum. 

4  (vol.  vi,  p.  145). — The  growth  was  opposite  the  cricoid. 
Death  was  due  to  bronchitis  after  operation. 

Fibrous  stricture  of  oesophagus. — One  case  {vide  Pyaemia, 
Case  5. 

Stomach. 

Ulcer. — One  case  (vol.  vi,  p.  179,  Dr.  Yeo). — A  man  aet. 
59.  Exactly  at  the  pylorus,  on  the  posterior  surface,  there 
was  a  deep  ulcer,  just  large  enough  to  admit  the  end  of  the 
thumb.  It  was  perfectly  clean-cut  and  f  inch  deep.  In  its 
floor  the  perforation  of  a  small  artery  could  be  seen  (death 
was  due  to  haematemesis) .  The  walls  of  the  ulcer  were 
hard.  It  had  not  perforated,  but  there  were  adhesions 
between  the  base  of  the  ulcer  and  the  liver  and  pancreas. 
The  orifice  of  the  pylorus  was  scarcely  narrowed,  and  the 
stomach  was  only  slightly  dilated  and  not  hypertrophied. 
The  other  organs  were  normal  except  that,  above  the  left 
testicle,  there  was  a  cystic  condition  of  the  spermatic  cord, 
the  fluid  in  the  cysts  being  clear  and  straw-coloured. 

Hour-glass  contraction. — One  case,  due  to  scar  of  old 
ulcer  {vide  Typhlitis). 

Cancer. — Three  cases.  1  (vol.  vi,  p.  107). — The  growth 
occupied  the  right  half  of  the  stomach  {vide  Surgical 
Reports) . 

2  (vol.  vi,  p.  226,  Dr.  Duffin). — A  man  set.  59.  There 
was  a  large  mass  of  soft  cancer  in  the  stomach  wall,  chiefly 
in  the  lesser  curvature,  and  reaching  to  within  one  inch  of 
the  pylorus.  The  growth  was  much  ulcerated.  No  hyper- 
trophy or  dilatation  of  the  stomach.  Between  the  bladder 
and  the  rectum  there  was  a  large  abscess,  due  to  the  per- 
foration of  a  large  gangrenous  ulcer  of  the  rectum.  There 
was  some  cystitis  with  blood  in  the  bladder. 
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3  (vol.  vi,  p.  234,  Dr.  Curnow). — A  man  aet.  59.  There 
was  an  elongated  mass  of  cancer  running  along  the  lesser 
curvature  of  the  stomach.  On  the  inside  it  was  ulcerated, 
the  ulcer  forming  an  elongated  groove  in  the  lesser  cur- 
vature. The  glands  behind  the  stomach  were  enormously- 
enlarged  by  cancer.  The  pericardium  was  lightly  adherent, 
and  the  aortic  and  mitral  valves  were  thick,  rigid,  adherent, 
and  incompetent.  There  was  hsemorrhagic  ascites,  and  the 
'peritoneum  was  thick  and  covered  with  plaques  of  cancer. 
The  liver  contained  a  few  nodules  of  cancer.  The  wall  of 
the  gall-bladder  was  thick,  white,  and  opaque.  The  gall- 
bladder contained  one  gall-stone,  and  much  clear  soapy 
fluid.  The  cystic  duct  was  completely  blocked  by  a  second 
gall-stone. 

Intestines, 

Acute  duodenitis. — Two  cases.  In  one  case  there  was  an 
abscess  of  the  gall-bladder  with  gall-stones  (q.  v.).  In  the 
second  case  death  was  due  to  delirium  tremens  (vol.  vi, 
p.  206). 

Duodenal  ulcer. — One  case  (vol.  vi,  p.  156),  Dr.  Curnow. 
A  man  set.  43.  One  inch  from  the  pyloric  end  of  the 
stomach  in  the  posterior  wall  of  the  duodenum  there  was  a 
punched-out,  funnel-shaped  ulcer,  which  had  perforated 
into  the  peritoneum.  On  the  mucous  surface  the  hole  was 
as  large  as  a  florin,  and  on  the  peritoneum  it  was  as 
large  as  a  sixpence.  The  duodenal  contents  had  escaped 
into  the  peritoneum.  There  was  general  peritonitis,  most 
marked  in  the  right  hypochondrium.  There  was  no  actual 
pus,  but  near  the  perforation  the  fibrin  was  purulent.  The 
under  surface  of  the  liver  was  glued  by  recent  fibrin  to  the 
colon  and  duodenum,  and  on  raising  it  so  as  to  expose  the 
portal  fissure  the  perforation  in  the  duodenum  was  seen. 
No  gall-stones.      Other  organs  normal. 

Cancer  of  duodenum. — Two  cases.  1  (vol.  vi,  p.  190, 
Dr.  Dufiin).— A  woman  set.  56.  In  the  first  part  of  the 
duodenum  there  was  a  large  annular  malignant  ulcer.  It 
communicated  by  a  fistula  with  the  gall-bladder,  in  which 
there  was  a  polygonal  yellow  gall-stone,  the  size  of  a 
pigeon's  egg.      There  was  a  large  soft  nodule  of  cancer  in 
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the  head  of  the  pancreas.  It  was  not  continuous  with  the 
duodenal  growth.  The  Ziuer  contained  numerous  soft  nodules 
of  cancer,  some  being  haemorrhagic,  and  the  larger  ones  um- 
bilicated.  There  were  jaundice  and  a  moderate  amount  of 
sanguineous  ascites.      Other  organs  normal. 

2  (vol.  vi,  p.  207,  Dr.  Dnffin). — A  man  get.  49.  There 
was  a  malignant  ulcer  in  the  duodenum,  which  had  per- 
forated into  the  peritoneum.  The  liver  contained  secondary 
nodules. 

Enteric  catarrh. — Five  cases.  Four  were  infants,  and 
one  of  these  died  of  bronchitis.  The  fifth  case  was  an 
adult,  who  died  of  croupous  pneumonia  becoming  inter- 
stitial. 

Lardaceous  disease. — One  case,  following  tubercular  disease 
of  the  knee. 

Miliary  tubercles. — Three  cases.  One  was  a  case  of 
tubercular  meningitis,  and  2  were  cases  of  phthisis. 

Tubercular  ulcers. — Nine  cases.  Six  were  cases  of  phthisis,. 
2  of  general  tuberculosis,  and  one  of  tubercular  meningitis. 
In  2  cases  the  ulcers  were  in  the  large  intestine. 

Myoma. — In  one  case  there  was  a  small  myoma  in  the 
small  intestine.      Death  was  due  to  scirrhus  mammae. 

Volvulus. — One  case  {vide  Surgical  Reports). 

Intussusception. — One  case  (vide  Surgical  Reports). 

Typhlitis. — Two  cases.  In  both  the  appendix  was 
normal.  1  (vol.  vi,  p.  130)  is  described  in  the  Surgical 
Reports. 

2  (vol.  vi,  p.  97,  Dr.  Curnow). — A  man  set.  62.  There 
was  peritonitis  over  the  csecum,  and  its  mucous  membrane 
was  swollen,  deep  red,  granular,  and  in  parts  gangrenous. 
The  vermiform  appendix  was  healthy  but  was  dislocated,  so 
that  it  lay  in  the  lumbar  region  parallel  to  and  a  little  out- 
side the  ascending  colon.  There  was  no  intestinal  obstruc- 
tion, but  several  peritonitic  adhesions  were  present.  The 
valves  of  the  heart  were  rigid,  and  there  w^ere  infarcts  in 
the  spleen  and  kidneys,  and  a  patch  of  pneumonia  in  the 
lungs.  The  kidneys  were  small  and  granular.  There  was 
a  thrombus  in  the  portal  vein,  but  the  liver  was  still  normal. 
The  stomach  was  somewhat  hour-glass  shaped  from  the 
contraction  of  the  scar  of  an  old  ulcer.      There  was  a  mass 
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of  cancer  beneath  the  bladder,  apparently  originating  in  the 
vesicLilse  seminales,  and  there  were  one  or  two  un-ulcerated 
nodules  inside  the  bladder.  Both  the  lumbar  and  inguinal 
glands  were  enlarged  by  cancer. 

Appendicitis. — One  case.  There  were  also  ulcers  in  the 
ascending  colon  {vide  Surgical  Reports). 

Ulcerative  colitis. — One  case  (see  Surgical  Reports). 

Dysentery. — In  one  case  of  phthisis  the  scars  of  old 
dysenteric  ulcers  were  found. 

Embolic  ulcer  of  sigmoid. — In  one  case  of  endocarditis 
(vol.  vi,  p.  117),  an  ulcer  probably  due  to  this  cause  was 
found  in  the  sigmoid  flexure. 

Rectal  ulcer. — In  one  case  of  cancer  of  the  stomach  {v.  s.) 
a  sloughing  ulcer  of  the  rectum  was  found. 

Rectal  cancer. — One  case  (see  Surgical  Reports).  It  was 
about  two  and  a  half  inches  from  the  anus. 

Perforation  of  the  intestine. — Five  cases.  Two  were  due 
to  duodenal  ulcer  [v.  s.),  one  to  a  rectal  ulcer  {v.  s.),  one  to 
an  ulcer  in  the  cascum,  and  in  one  (vol.  vi,  p.  121)  a  psoas 
abscess  had  burst  into  the  bowel  {vide  Surgical  Reports). 

Intestinal  obstruction. — Five  cases.  One  was  due  to 
volvulus,  one  to  intussusception,  and  one  to  cancer  of  the 
rectum.  The  other  two  appeared  to  be  due  to  kinking  of 
the  bowel  after  abdominal  section.  During  life  signs  of 
obstruction  had  occurred,  but  after  death  it  was  seen  that 
the  obstruction  was  not  complete.  One  of  these  cases 
(vol.  vi,  p.  164)  followed  hysterectomy  for  fibroids.  There 
was  slight  general  peritonitis  with  a  little  pus  on  the  stump 
and  in  Douglases  pouch.  At  the  extreme  right  end  of  what 
remained  of  the  right  broad  ligament  a  piece  of  small  bowel 
was  tightly  adherent  to  the  broad  ligament  by  young  fibrous 
tissue  (not  mere  fibrin).  Below  this  adhesion  the  bowel  was 
somewhat  collapsed,  but  contained  liquid  faeces,  while  above  it 
was  somewhat  distended  by  faeces,  also  liquid.  In  the  other 
case  (vol.  vi,  p.  151)  the  ovaries  and  tubes  had  been  removed 
for  a  suppurating  ovarian  cyst.  There  was  general  purulent 
peritonitis  and  old  pelvic  cellulitis.  The  sigmoid  was  acutely 
flexed,  and  may  have  been  obstructed.  It  was  adherent  to 
the  peduncle,  but  not  fixed. 
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Peritoneum, 

Acute  peritonitis. — Fourteen  cases.  These  include  4 
cases  of  perforation  of  the  intestine  mentioned  above,  the 
rectal  case  not  causing  general  peritonitis.  Seven  cases 
followed  jibdominal  section  for — (1)  intussusception  (ente- 
rectoray)  ;  (2)  volvulus  ;  (3)  fibroids  of  uterus  (hysterectomy); 
(4)  suppurating  ovarian  cyst ;  (5)  abnormal  pregnancy  ;  (6) 
gall-stones;  (7)  paracentesis  for  ascites,  respectively.  One 
case  followed  on  gall-stones  with  suppuration  in  the  gall- 
bladder, but  without  perforation.  One  case  followed  ex- 
travasation of  urine  due  to  urethral  stricture,  and  one 
occurred  in  a  case  of  phthisis. 

Chronic  peritonitis. — In  2  cases  the  peritoneum  was 
extremely  thickened  and  contracted,  so  as  to  distort  the 
abdominal  viscera.  One  was  a  case  of  cirrhosis  of  the  liver, 
which  was  syphilitic,  and  the  other  was  a  case  of  phthisis. 
In  the  latter  recent  peritonitis  was  also  present,  but  without 
tubercle  in  the  peritoneum.  In  a  third  case  chronic  peri- 
tonitis was  present,  but  chiefly  in  the  pelvis.  It  was  due  to 
false  passages  from  urethral  stricture. 

Tubercular  peritonitis — Three  cases.  Two  were  cases  of 
phthisis,  and  one  of  general  tuberculosis. 

Lymphadenoma. — One  case  [vide  Specific  and  General 
Diseases). 

Sarcoma. — One  case  [vide  Surgical  Reports). 

Cancer  of  the  peritoneum. — Three  cases.  One  followed 
cancer  of  the  stomach  (q.  v.,  Case  3),  and  one  case  ap- 
parently followed  cancer  of  the  pleura  (q.  v.,  vol.  vi,  p.  172). 
In  the  third  case  (vol.  vi,  p.  136)  there  was  extensive  colloid 
cancer  all  over  the  peritoneum,  and  a  few  nodules  on  the 
pleura.  The  patient  was  a  man,  and  no  primary  growth 
was  found. 

Diseases  of  the  Liver  and  Gall-bladder. 

Abscess. — Four  cases.  One  was  a  case  of  suppurating 
gumma,  and  the  patient  died  of  aneurism  (q.  v..  Case  2). 
One    followed   on    ulcerative    colitis,    and    one    on    general 


Report  of  Pathological  Department.  289 

pyaemia  (for  both  vide  Surgical  Reports).  The  fourth  was 
a  case  of  suppurative  cholangitis  with  pylephlebitis,  as 
follows  (vol.  vi,  p.  212,  Dr.  Curnow)  : — A  mau,  aet.  43. 
The  liver  was  large,  and  contained  numerous  small  abscesses, 
the  pus  in  which  was  not  bile-stained.  The  bile-ducts  all 
through  the  liver  were  dilated  and  filled  with  pus  and  bile. 
By  the  side  of  the  larger  ducts  the  portal  veins  could  be 
seen  to  be  filled  with  pus,  not  bile-stained,  so  that  there 
was  a  double  suppuration,  viz.  in  the  ducts  and  in  the 
veins.  In  the  main  portal  vein  there  was  a  softening  but 
non-adherent  thrombus.  In  the  gall-bladder  and  common 
duct  there  were  several  polygonal  gall-stones  the  size  of 
currants.  There  was  a  fistula  from  the  common  bile-duct 
through  the  wall  of  the  duodenum,  the  opening  being  half 
an  inch  above  the  normal  orifice  of  the  duct.  The  orifice  of 
the  fistula  just  admitted  the  tip  of  the  little  finger,  but  the 
normal  orifice  of  the  duct  was  undilated.  There  was  no 
ulcer  in  any  other  part  of  the  intestines.  The  spleen  and 
the  lungs  contained  infarctions  which  were  beginning  to 
soften.      The  kidneys  were  slightly  granular. 

Cirrhosis. — Fifteen  cases.  Seven  were  small  and  8  large. 
Of  the  large  cases  3  were  early,  3  were  fatty  as  well  as 
cirrhotic,  one  was  associated  with  both  cardiac  and  renal, 
and  the  other  with  renal  only,  although  it  looked  rather^ 
nutmeggy.  One  of  the  early  cases  was  syphilitic.  Of  the 
fatty  cirrhotic,  one  was  associated  with  phthisis,  and  one 
with  cardiac  ;   while  in  one  gall-stones  were  present. 

Of  the  15  cases,  4  died  of  phthisis,  2  of  cerebral  haBmor* 
rhage  from  renal  disease,  one  of  bronchitis,  one  of  an 
accident,  one  of  some  cerebral  affection,  one  of  cardiac 
valvular  disease,  and  one  after  an  operation  for  gall-stones. 
In  the  remaining  4  cases  death  was  due  to  the  cirrhosis,  one 
case  dying  of  haematemesis,  one  of  peritonitis  after  para- 
centesis, one  of  asthenia  with  jaundice,  and  one,  a  man 
aet.  62,  apparently  simply  of  exhaustion.  In  two  of  the  15 
cases  the  kidneys  were  granular.  In  the  others  they  were 
normal. 

Lardaceous  liver. — Three  cases,  due  respectively  to 
phthisis  and  syphilis,  tubercular  knee,  and  chronic  urinary 
fistulas. 


290  Report  of  Pathological  Department. 

Fatty  liver. — Twelve  cases,  irrespective  of  the  fatty 
cirrhotic  livers.      Three  were  cases  of  alcoholism. 

Gumma. — Two  cases,  both  old.  In  one  case  suppuration 
had  occurred  {vide  Aneurisms,  Case  2). 

Tuberculosis. — Six  cases,  all  miliary.  Three  were  from 
cases  of  phthisis. 

Sarcoma. — One  case  [vide  Surgical  Reports). 

Lymphadenoma. — One  case  {vide  Specific  and  General 
Diseases) . 

Cancer. — Four  cases.  All  were  secondary,  two  to  cancer 
of  the  duodenum,  one  to  cancer  of  the  stomach,  and  one  to 
cancer  of  the  pleura. 

Hydatid. — One  case  {vide  Surgical  Reports). 

Angioma. — One  case.  Death  was  due  to  cancer  of  the 
peritoneum. 

Thrombosis  of  the  portal  veins. — Two  cases  {vide  Typhlitis, 
Case  2,  and  the  case  of  abscess  of  the  liver  which  is 
described). 

Gall-bladder. 

Gall-stones. — Seven  cases.  It  is  possible  that  some  cases 
were  overlooked.  Four  were  in  women  and  3  in  men. 
The  gall-stones  were  the  cause  of  death  in  3  cases,  viz.  by 
causing  (1)  abscess  of  the  gall-bladder  and  peritonitis  (q.  v.), 
(2)  abscess  of  the  liver  (q.  v.),  and  (3)  peritonitis  after 
operation.  Of  the  other  four  cases,  one  died  of  cirrhosis, 
one  of  cancer  of  the  duodenum  {vide  Case  1),  one  of  cancer 
of  the  stomach  (Case  3),  and  one  of  sarcoma  of  the  trunk. 
In  the  last  case  {vide  Surgical  Reports)  the  gall-bladder 
was  thick  and  calcified,  and  tightly  contracted  round  a  set 
of  gall-stones,  among  which  there  was  a  little  pus. 

Cholecyst. — Two  cases.  One  was  the  case  of  cirrhosis 
with  gall-stones,  and  the  other  was  a  case  of  cancer  of  the 
stomach  (No.  3). 

Cancer  of  bile-ducts  {vide  Cancer  of  Pancreas) . — There 
was  cholangitis,  but  no  abscess  in  the  liver. 
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Diseases  of  the  Urinary  Organs. 

Acute  nephritis. — Two  cases.  One  was  diphtheritic,  and 
the  other  occurred  in  a  case  of  acute  croupous  pneumonia. 

Large  granular  hidney. — Ten  cases.  In  one  of  these  the 
only  indication  of  kidney  disease  was  the  presence  of  a  few 
cysts,  but  death  was  due  to  cerebral  haemorrhage.  Two 
other  cases  died  of  cerebral  haemorrhage,  but  in  both  of 
these  there  was  valvular  disease  of  the  heart.  The  kidneys 
were  pale.  In  two  other  cases  valvular  disease  was  also 
present  j  in  one  of  these  the  kidney  was  pale,  and  in  the 
other  normal  in  colour.  In  the  sixth  case  there  had  been 
lardaceous  disease  primarily.  The  seventh  case  died  of 
delirium  tremens,  the  eighth  of  pneumonia,  and  the  ninth 
of  bronchitis.  In  the  tenth  case  the  kidneys  were  very 
slightly  affected,  and  death  was  due  to  an  operation  for 
goitre. 

Small  granular  hidney. — Nineteen  cases.  In  13  death 
was  due  to  other  causes,  and  in  some  of  these  the  amount 
of  interstitial  nephritis  was  slight.  Among  the  13,  two  died 
of  phthisis,  and  in  one  of  these  the  kidney  was  very  much 
affected.  Of  the  other  6  cases,  4  died  of  cerebral  haemor- 
rhage, and  2  of  uraemia.      One  of  the  last  was  gouty. 

Lardaceous  hidney. — Three  cases.  One  was  becoming 
granular.  It  followed  on  phthisis  and  syphilis.  The 
others  followed  on  a  tubercular  knee  and  on  urinary 
fistulae  respectively. 

Gumma. — One  case.  Death  was  due  to  cirrhosis  and 
chronic  peritonitis  (vol.  vi,  p.   131). 

Tubercle. — Four  cases.  Three  were  cases  of  phthisis, 
and  one  of  general  tuberculosis. 

Lymphadenoma. — One  case  (vide  Specific  Diseases). 

Infarct. — Five  cases,  all  cardiac. 

Hydronephrosis. — Four  cases.  1  (vol.  vi,  p.  206). — The 
dilatation  was  slight,  and  caused  by  urethral  stricture. 
Death  was  due  to  delirium  tremens. 

2  (vol.  vi,  p.  199). — The  nephrosis  was  unilateral,  and 
due  to  kinking  of  the  ureter.  Death  was  due  to  aortic  re- 
gurgitation. 
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3  (vol.  vi,  p.  241). — The  iieplirosis  was  due  to  compression 
of  tlie  uterus  by  old  cellulitic  thickening  in  the  pelvis. 
Death  was  due  to  pyaemia  {vide  Surgical  Reports). 

4  (vol.  vi,  p.  198). — There  was  a  urethral  stricture  with 
hydronephrosis  of  one  kidney  and  pyo-nephrosis  of  the  other 
(vide  Surgical  Reports). 

Pyelitis. — Two  cases.  One  was  the  fourth  case  of  hydro- 
nephrosis mentioned  above.  The  other  case  (vol.  vi,  p.  162) 
died  of  volvulus,  and  there  was  acute  pyelitis  in  one 
kidney. 

Cancer  of  the  bladder. — One  case.  The  growth  had  ex- 
tended from  the  vesiculse  seminales  (vide  Typhlitis,  Case  2). 

Cystitis. — Four  cases.  1.  This  was  the  case  of  volvulus 
(q.  v.).  The  veins  in  the  bladder  were  varicose,  and  there 
was  pyelitis  in  one  kidney. 

2  (vol.  vi,  p.  198). — There  was  stricture  of  the  urethra, 
extravasation  of  urine,  and  cellulitis  round  the  bladder 
{vide  Surgical  Reports). 

3.  There  was  an  abscess  round  the  bladder  due  to  per- 
foration of  a  rectal  ulcer  {vide  Cancer  of  the  Stomach) 
case  2). 

4.  There  was  stricture  of  the  urethra  with  mauy  false 
passages  {v.  i.). 

Stricture  of  the  urethra. — Three  cases.  Two  are  described 
in  the  Surgical  Reports.  In  one  of  these  (vol.  vi,  p.  233) 
there  were  many  false  passages,  and  so  much  suppuration 
seems  to  have  occurred  that  lardaceous  disease  followed. 
The  third  case  died  of  delirium  tremeus. 


Diseases  of  the  Spleen. 

Lymphadenoma. — One  case  {vide  Specific  Diseases). 

Tubercle. — Six  cases.      Three  were  cases  of  phthisis. 

Infarcts. —  Seven  cases.  Five  were  cardiac  cases,  one 
was  a  case  of  pernicious  anaemia,  and  one  of  suppurative 
cholangitis. 

Lardaceous  disease. — Three  cases,  due  to  phthisis  and 
syphilis,  tubercular  knee,  and  urethral  fistulae  respectively. 
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Diseases  of  the  Thyroid. 
Simple  goitre. — One  case.      Vide  Surgical  Reports. 

Diseases  op  the  Pituitary  Body. 

Acromegaly. — One  case.  This  is  described  in  the  '  Trans- 
actions '  of  the  Pathological  Society  for  1896  and  1897.  In 
addition  to  the  common  lesions  of  acromegaly  there  was 
giant  growth  of  the  viscera. 

Diseases  op  the   Supra-renal  Capsule. 

Addison's  disease. — Two  cases,  1  (vol.  vi,  p.  99,  Dr. 
Ferrier). — A  woman  aet.  22.  The  supra-renals  were  about 
twice  the  normal  size,  but  about  the  normal  shape.  They 
were  converted  into  a  caseous  mass,  but  here  and  there  the 
tubercles  were  still  discrete,  and  some  normal  cortical  sub- 
stance could  be  made  out.  The  pigmentation  was  charac- 
teristic.     An  old  psoas  abscess  was  present. 

2  (vol.  vi,  p.  214,  Dr.  Duffin).— -A  man  set.  54.  The 
supra-renals  were  about  the  normal  size,  caseous  and 
softening  in  places.      There  was  no  pigmentation. 

Miliary  tubercles. — In  two  cases  of  phthisis  there  were 
tubercles  in  the  supra-renals.  There  had  been  no  sym- 
ptoms of  Addison's  disease  in  either. 

Diseases  op  the  Pancreas. 

Cancer. — Two  cases.  For  one  case  vide  Cancer  of 
Duodenum,  Case  1.  The  other  is  as  follows  (vol.  vi,  p.  203, 
Dr.  Yeo)  : — A  man  aet.  65.  In  the  tail  of  the  pancreas 
there  was  a  mass  of  hard  cancer,  about  the  size  and  shape 
of  an  eggj  but  flattened  antero-posteriorly.  At  the  junction 
of  the  cystic  with  the  common  bile-duct  there  was  a  nodule  of 
cancer  the   size  of  a  chestnut ;   it  was  covered  by  unbroken 
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mucous  membrane,  and  yet  it  appeared  to  be  in  the  wall  of  the 
duct,  and  not  to  be  a  cancerous  gland  infiltrating  that  wall. 
The  ducts  inside  the  liver  were  dilated  and  filled  with  muco- 
pus,  and  their  walls  showed  fibrous  thickening.  There 
were  large  areas  of  pneumonia  in  both  lungs. 


Diseases  op  the  Bratn  and  Spinal  Cord. 

Purulent  meningitis. — Three  cases.  In  one  case  ear 
disease  was  present,  and  in  another  empyema  co-existed. 
In  the  third  case  (vol.  vi,  p.  217)  the  cause  was  not 
obvious. 

Tubercular  meningitis. — Eiglit  cases.  In  one  of  these 
cases  the  meningitis  appeared  to  follow  on  an  injury  to 
the  head.  In  one  case  phthisis  was  present,  and  in  4  cases 
there  were  miliary  tubercles  in  other  organs. 

Cerebral  hssmorrhage. — Eight  cases.  In  7  cases  the 
kidneys  were  granular,  but  in  one  of  these  the  haemor- 
rhage (from  the  appearances)  may  have  been  originally 
embolic,  and  cardiac  valvular  disease  was  present.  In  the 
eigbtb  case  the  baemorrhage  appeared  to  be  secondary  to  a 
tumour  (q.  v.).  As  regards  position,  4  were  in  the  right 
hemisphere,  2  in  the  left  hemisphere,  and  one  in  the  pons, 
chiefly  in  its  right  half.  One  case  is  worth  describing. 
1  (vol.  vi,  p.  173,  Dr.  Ferrier).  A  man  set.  51.  There  was 
extensive  atheroma  of  the  cerebral  arteries,  and  an  old 
haemorrhage  in  the  left  hemisphere.  The  blood  had 
changed  to  a  straw-coloured  fluid  with  brown  granules  in  it. 
The  haemorrhage  was  the  shape  of  a  long  pyramid.  Its  apex 
was  beneath  the  island  of  Reil,and  it  extended  backwards  and 
upwards, occupying  the  white  matter  outside  the  ganglia  and 
internal  capsule.  It  destroyed  the  area  of  the  face  fibres, 
and  was  just  beneath  the  grey  matter  of  the  facial  area. 
On  the  right  side,  in  the  lenticular  nucleus,  the  grey  matter 
was  soft  and  red.  Kidneys  extremely  contracted  and  granular. 

Cerebral  embolism. — Two  cases,  both  on  the  left  side. 
One  was  a  cardiac  case,  and  the  other  followed  ligature  of 
the  carotid  for  cancer  of  the  tongue. 

Cerebral  abscess. — Two  cases.      In  one  the   abscess  was 
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in  tlie  left  temporo- sphenoidal  lobe,  and  followed  on  otitis 
media^  while  in  the  other  it  lay  in  the  left  centrum  ovale, 
on  a  plane  rather  behind  the  fissure  of  Kolando^  and  was 
due  to  general  pyaemia. 

Cerebral  tumour. — One  case  (vol.  vi,  p.  96,  Dr.  Duffin). 
A  man  set.  48.  The  surface  of  the  brain  was  very  con- 
gested, and  the  convolutions  somewhat  flattened.  The  lobes 
were  glued  together,  and  there  was  a  slight  amount  of 
purulent  lymph  in  the  fissure.  A  large  blood-clot  was 
found  in  the  third  ventricle,  and  the  blood  extended  through 
the  iter  into  the  fourth  ventricle,  the  floor  of  which  it 
depressed.  On  removing  the  blood  a  rounded  tumour, 
about  the  size  of  a  sparrow's  egg,  was  found  growing  from 
the  floor  of  the  third  ventricle,  and  involving  the  fornix 
and  lower  part  of  the  septum  lucidum.  The  upper  part  of 
the  septum  lucidum  and  the  corpus  callosum  were  broken 
up  by  the  haemorrhage,  which  also  filled  up  both  the  lateral 
ventricles,  and  had  torn  up  a  large  part  of  the  right  cen- 
trum ovale,  especially  anteriorly.  The  internal  capsules, 
ganglia,  and  cortex  were  uninjured. 

Ophthalmoplegia. — One  case.  No  naked-eye  lesions  were 
found,  and  the  brain  and  nerves  were  sent  to  Dr.  Terrier's 
laboratory. 

Anencephalic  monster. — One  case  (vol.  vi,  p.  221). 

Chronic  antero-polio-myelitis. — One  case  (vol.  vi,  p.  171). 
Death  was  due  to  pneumonia.  The  cord  was  sent  to  Dr. 
Ferrier's  laboratory. 

Compression  of  cord  hy  aneurism.  —  One  case.  Vide 
Aneurism. 


Diseases  of  the  Genital  Organs. 

Cancer  of  vesiculae  seminales. — One  case.      Vide  Typhlitis. 

Cysts  of  spermatic  cord. — One  case.  Death  was  due  to 
pyloric  ulcer   (q.  v.). 

Ovarian  cyst. — Two  cases.  The  first  was  a  case  of  stran- 
gulation of  the  peduncle  of  an  ovarian  cyst  {vide  Surgical 
Keports).  The  second  is  as  follows  (vol.  vi,  p.  151,  Dr, 
Playfair  : — ^t.   21.      The  ovaries   and  tubes   had  been  re- 
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moved  and  found  to  be  suppurating.  The  peduncles  were 
very  red  and  bathed  in  pus.  There  were  many  adhesions 
between  the  uterus,  the  peduncles,  and  the  sigmoid  flexure, 
and  a  recent  adhesion  of  the  omentum  to  the  right  peduncle. 
There  was  extensive  old  cellulitis,  the  tissue  on  either  side 
of  the  uterus,  around  the  rectum,  and  in  the  floor  of 
Douglas's  pouch  being  very  thick,  and  composed  of  dense 
fibrous  tissue,  which  cut  like  cartilage.  Douglas's  pouch 
was  consequently  narrow  and  shallow.  Here  and  there  in 
this  fibroid  tissue  there  were  sinuses  filled  with  pus.  The 
sigmoid  flexure  was  acutely  flexed,  the  angle  lying  on  the 
floor  of  Douglas's  pouch.  The  abdominal  peritoneum  con- 
tained much  pus.  The  lungs  showed  largish  subpleural 
haemorrhages,  and  the  spleen  was  large  and  soft. 

Uterine  fibroids. — Four  cases.  Small  fibroids  may  not 
have  been  always  recorded. 

Pregnancy  in  one  horn  of  a  hicornate  uterus. — One  case. 
The  specimen  was  sent  to  the  museum  for  further  examina- 
tion. 

Retained  placenta. — One  case.  Death  was  due  to  other 
causes.  There  had  been  a  miscarriage  two  months  pre- 
viously. 

Pelvic  abscess.- — One  case.      Vide  Surgical  Reports. 

Scirrhus  of  breast.— —One  case.  Vide  Surgical  Reports. 
There  were  intra-thoracic  growths. 

Sarcoma  of  breast. — One  case.      Vide  Surgical  Reports. 


Diseases  of  the  Eae. 

Suppurative  otitis  media. — Two  cases.  One  case  (vol.  vi_^ 
p.  163)  died  of  meningitis,  and  one  (vol.  vi,  p.  240)  of 
cerebral  abscess. 


Diseases  of  Bones  and  Joints. 

Tuberculosis  of  vertebrae. — Three    cases.       For  two   cases 
vide  Surgical  Reports.      The  third  died  of  Addison's  disease. 
Erosion  of  vertebrae  by   aneurism » — Three  cases. 
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Tubercular  'knee. — One  case.      Vide  Surgical  Reports. 
Spina  bifida. — One  case. 


Miscellaneous  ApfectionSj  Accidents,  &c. 

Overlying. — Four  cases. 

Delirium  tremens. — Two  cases,  one  o£  whicli  died  of  pneu- 
monia. 

Pistol-shot  wound  of  head. — One  case.  There  were  syphi- 
litic plaques  on  the  pharynx.      Vide  Surgical  Reports. 

Burn. — One  case.      Vide  Surgical  Reports. 

Injury  to  knee. — One  case.  There  was  suppuration  round 
the  femur.      Vide  Surgical  Reports. 

Machinery  accident, — Two  cases.      Vide  Surgical  Reports. 

Fracture  of  zygoma  with  laceration. — One  case.  Vide 
Surgical  Reports. 

Fracture  of  skull, — Three  cases.      Vide  Surgical  Reports. 

Fractured  vertebrse. — One  case.      Vide  Surgical  Reports. 

Fracture  of  sternum  and  ribs. — One  case.  Vide  Surgical 
Reports. 

Fracture  of  ribs. — One  case.      Vide  Surgical  Reports. 


REPORTS 


FBOM   THE 


VARIOUS  PEACTICAL  DEPARTMENTS  AND  LABOEATOKIES 
OF  KING'S  COLLEGE,  LONDON. 


i;  ANATOMICAL    DEPARTMENT. 

Professor— A-LiPHEJ)  W.  Hughes,  M.B.,  M.S.,  F.R.C.S. 
Demonstrator— A.  W.  Cadman,  M.B.,  F.R.C.S. 


During  the  past  year  numerous  changes  have  taken  place  in 
the  Anatomical  Department.  The  most  important  of  these 
has  been  the  resignation  of  Professor  Curnow,  who  had  held 
the  Chair  of  Anatomy  since  1873,  when  he  was  appointed 
to  succeed  the  late  Professor  Partridge. 

The  good  work  which  Professor  Curnow  has  rendered  to  the 
Medical  School,  not  only  as  Professor  of  Anatomy,  but  also 
as  Dean  of  the  Medical  Faculty,  is  fully  recognised  and 
appreciated  by  all  King's  men,  and  it  is  especially  gratifying 
to  think  that  his  resignation  of  the  Chair  of  Anatomy  does 
not  involve  his  severance  from  the  Medical  School,  but 
enables  him  to  devote  his  energies  more  fully  to  the  duties 
connected  with  the  Chair  of  Clinical  Medicine  to  which  he 
has  been  appointed,  and  where  his  wide  experience  as  a 
teacher  of  anatomy  and  his  well-known  diagnostic  instinct 
will  ere  long  establish  for  him  a  well-earned  reputation  as  a 
clinical  teacher. 
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To  succeed  Professor  Curnow  tlie  Council  have  appointed 
Mr.  Alfred  W.  Hughes,  Professor  of  Anatomy  in  University- 
College,  Cardiff,  and  formerly  Lecturer  on  Anatomy  in  the 
Edinburgh  School  of  Medicine. 

Professor  Curnow's  resignation  was  followed  by  that  of 
Mr.  Kenny,  who  held  the  position  of  Demonstrator  of 
Anatomy  for  a  number  of  years.  This  now  leaves  Mr. 
Cadman  as  the  only  Demonstrator  of  Anatomy. 

Professor  Hughes  entered  on  his  new  duties  in  May,  and 
since  then  considerable  alterations  have  been  carried  out 
both  in  the  Anatomy  rooms  and  in  the  working  of  the 
department.  This  has  been  rendered  possible  by  the  fact 
that  the  Professor  devotes  his  whole  time  to  the  duties  of 
the  Chair — a  fact  which  must  prove  of  benefit  to  the  School, 
and  which  has  been  regarded  as  essential  by  nearly  all 
the  provincial  schools  for  many  years,  and  to  which  they 
to  a  certain  extent  attribute  their  success. 

In  addition  to  the  ordinary  work  of  the  department,  classes 
have  been  arranged  in  advanced  anatomy  for  students  pre- 
paring for  the  primary  F.R.C.S.,  which  have  been  attended 
by  senior  students  of  King^s,  and  also  by  a  rapidly  in- 
creasing number  of  external  or  occasional  students. 

On  the  recommendation  of  the  Medical  Board,  classes  in 
anatomy  have  been  conducted  by  Professor  Hughes  to  meet 
the  requirements  of  students  preparing  for  the  Final 
Examinations.  These  have  been  largely  attended  by  final 
students. 

Important  alterations  have  taken  place  in  the  dissecting 
room,  whereby  the  dingy  room  of  former  days  has  been 
completely  renovated,  and  converted  into  a  bright  and 
cheerful  workroom ;  and  students  now  enjoy  the  use  of 
electric  light  on  dark  or  foggy  days — a  want  which  was 
felt  for  many  years. 

The  collection  of  mounted  dissections  and  frozen  sections 
prepared  by  Professor  Hughes  have  been  placed  in  the 
Dissecting  Room  in  window-cases  along  the  walls,  also  a 
series  of  mounted  sections  and  dissections  of  the  brain. 

In  other  cases  are  placed  complete  series  of  casts,  models, 
and  osteological  preparations,  including  His's  and  Braune^s 
casts  of  frozen  sections,  Trammond's  series  of  wax   models. 
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and  His's  series  of  einbryological  models  of  the  human 
embryo  and  chick. 

In  one  part  of  the  room  are  mounted  on  revolving  stands 
a  set  of  bones,  with  all  muscular  attachments  painted  and 
labelled.  These  are  so  arranged  as  to  be  used  by  students 
either  in  studying  osteology  or  for  reference  while  carrying 
on  their  dissections. 

The  Council  had  granted  the  use  of  the  cast  room 
adjoining  the  museum  for  the  reception  of  this  collection, 
but  it  was  afterwards  thought  more  advantageous  to  the 
students  to  place  them  in  a  more  accessible  position,  and 
where  they  can  be  more  readily  referred  to  during  practical 
work. 

The  walls  have  been  further  brightened  by  a  framed 
series  of  Ellis's  and  Ford's  plates  of  dissections,  and  a  set  of 
Bruce's  drawings  of  the  anatomy  of  the  brain. 

Some  further  additions  and  alterations  have  been  made, 
including  the  bringing  of  water  into  the  dissecting  room, 
and  the  placing  of  draining  sinks  for  the  convenience  of 
students  during  the  examination  of  viscera,  &c.  The  students 
now  have  the  use  of  a  department  which  will  compare 
favourably  with  any  other  in  the  metropolis. 


II.  BACTERIOLOGICAL    DEPARTMENT, 

Director — Professor  Ceookshank,  M.B. 
Demonstrator — G.  Newman,  M.D.,  D.P.H. 


There  has  been  a  very  large  entry  of  students  during  the 
past  year  in  the  practical  classes.  Many  have  been 
members  of  the  Indian  and  Colonial  Services,  qualifying 
themselves  for  investigating  the  plague  and  other  tropical 
diseases.  Some  have  been  recruited  from  physicians  in 
practice,  and  others  from  veterinary  practitioners,  and  from 
non-medical  men  interested  in  the  different  branches  of 
bacteriology.      Several  students  have  been  prepared  for  the 
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various  examinations  for  the  Diploma  of  Public  Health,  chiefly 
at  Cambridge,  London,  and  Dublin. 

The  post-graduate  courses  during  the  winter,  spring,  and 
summer  terms  have  been  well  attended,  and  the  vacation 
classes  and  evening  classes  have  given   encouraging  results. 

In  analytical  work  and  special  investigations  there  has 
been  considerable  activity.  Analyses  of  water  and  milk 
have  been  made,  and  various  other  bacteriological  inquiries 
have  been  conducted  on  behalf  of  local  sanitary  authorities  ; 
some  of  the  results  have  been  published  in  ^  Public  Health,* 
while  others  have  not  yet  been  completed.  Inquiries  have 
been  made  into  the  nature  of  several  trade  diseases,  with 
special  reference  to  the  condition  of  the  atmosphere  in 
bakehouses,  tanneries,  printing  works,  &c. 

Dr.  Newman  has  conducted  a  series  of  most  interesting 
and  valuable  experiments  bearing  on  the  96tiology  of 
tuberculosis,  especially  with  regard  to  the  temperature  at 
which  the  tubercle  bacillus  can  retain  its  vitality  ;  the 
infectivity  of  tubercular  milk  products ;  the  infectivity  of 
dust  from  infected  houses  in  the  Strand  district ;  the  action 
of  light  and  disinfectants  and  oxygen  on  tubercular  cultures 
and  sputa ;  the  growth  of  tubercle  bacilli  in  dry  and  wet 
soils ;  and  lastly,  experiments  into  the  infectivity  of  the  air 
breathed  by  various  animals  in  confinement,  by  special 
permission  of  Messrs.  P.  L.  Sclater,  F.E.S.,  and  P.  Beddard, 
F.R.S.,  of  the  Zoological  Society,  to  whom  the  thanks  of 
this  department  are  due  for  their  kind  co-operation.  Dr. 
Newman  has  also  undertaken  a  series  of  experiments  and 
researches,  on  behalf  of  the  Bath  and  West  of  England 
Society,  into  the  aetiology  of  epidemics  of  diarrhoea  among 
cattle  pastured  on  "  Teartland ''  in  Somersetshire  and  Wilt- 
shire. Attempts  have  been  made  to  discover  a  specific  cause 
in  the  soil,  water,  and  fodder  of  the  district. 

Mr.  F.  J.  Reid  has  continued  his  researches  on  the 
influence  of  electric  currents  upon  cultivations  of  tubercle 
bacilli. 

The  entry  of  students  for  the  past  year  amounts  to  110, 
making  the  total  number  of  students  who  have  availed 
themselves  of  the  laboratory  at  our  College  exceed  1000 
since  its  foundation. 


I 
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III.  CHEMICAL    DEPAETMENT. 

Frofessor—JoKif  M.  Thomson,  LL.D.,  F.R.S.,  F.I.C. 

Demonstrator — Hebbebt  Jackson,  F.I.C,  F.C.S. 

Assistant  Demonstrator — Pateick  H.  Kiekaldt,  F.I.C,  F.CS. 


The  attendance  of  students  in  this  department  during  the 
past  session  has  increased,  and  it  is  satisfactory  to  note 
that  an  increase  is  also  to  be  observed  in  the  numbers 
entering  for  the  more  advanced  lectures  and  laboratory 
work. 

The  numbers  who  have  attended  the  various  classes 
during  the  session  from  October,  1896,  to  July,  1897,  are — 
theoretical  lectures,  110  ;  elementary  and  matriculation,  26  ; 
practical  classes,  64;   advanced  analytical  laboratories,  33. 

Some  of  these  students  are  non-matriculated  students. 

Allusion  was  made  in  last  yearns  Report  to  the  necessity 
for  greater  accommodation  to  meet  the  increasing  attendance 
in  the  advanced  laboratories.  The  new  laboratory  for 
advanced  work  and  research  was  completed  during  the 
early  spring,  and  has  been  fitted  up  so  as  to  give  ample 
accommodation  at  the  present  time  for  sixteen  students ;  but 
provision  has  been  made  for  an  increase  in  the  number  of 
working  benches  should  occasion  arise. 

It  is  fortunate  that  this  increased  space  was  available  at 
the  commencement  of  the  present  session,  as  otherwise  it 
would  have  been  impossible  to  accommodate  several  fresh 
students  now  working  in  the  department. 

The  department  has  lost  the  services  of  Mr.  W.  H.  Sodeau, 
B.Sc,  who  has  occupied  the  position  of  one  of  the  Assistant 
Demonstrators.  Mr.  Sodeau's  connection  with  the  College 
extended  over  a  period  of  eight  years,  during  which  time  he 
was  a  distinguished  student  of  the  College,  and  for  the  last 
three  years  a  successful  member  of  the  teaching  staff  of  the 
department. 

The  work  on  ^  Phosphorescence '  mentioned  in  last  year's 
Report  is  being  continued  with  recently  acquired  increased 
facilities  for  the  work,  and  more  powerful  apparatus.  The 
large  call  on  the  time  of  the  staff  i^equired   to  maintain  a 
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proper  standard  in  the  teaching  of  the  department  leaves 
less  time  than  perhaps  could  be  desired  for  the  completion 
of  original  work,  which  from  its  nature  is  necessarily  of  a 
lengthy  character.  Three  other  researches  are  being  con- 
ducted by  members  of  the  staff. 


IV.  NEURO-PATHOLOGICAL    LABORATORY. 

Professor — David  Ferbier,  M.D.,  F.R.S. 
Demonstrator — William  Aldben  Turner,  M.D.,  F.R.C.P. 


In  addition  to  instruction  in  neuro-pathology,  the  methods 
and  scope  of  which  were  communicated  in  vol.  i  of  these 
'  Reports/  p.  344,  original  work  is  constantly  being  carried 
on  in  the  laboratory. 

During  the  past  two  years  an  elaborate  series  of  experi- 
mental researches  upon  the  localisation  and  transmission  of 
sensory  impressions,  both  general  and  special,  in  the  cerebral 
hemispheres,  and  upon  the  degenerations  which  ensue  from 
localised  lesions  both  of  the  cerebral  cortex  and  of  the 
basal  ganglionic  structures,  has  been  conducted,  and  the 
results  have  been  embodied  in  a  paper  communicated  to  the 
Royal  Society  of  London,  *^An  Experimental  Research 
upon  Cerebro-cortical  Afferent  and  Efferent  Tracts,^'  Terrier 
and  Turner;  '  Proc.  Roy.  Soc.,'  vol.  Ixii,  1897.  The 
laboratory  is  also  used  for  the  purpose  of  investigation 
in  connection  with  the  clinical  work  of  the  Hospital  and 
elsewhere. 


Y.  PATHOLOGICAL  LABORATORY. 

Professor— 1^.  Dalton,  M.D.,  F.R.C.P. 


This  laboratory  is  open  for  the  study  of  experimental  and 
histological   pathology.      The    material    obtained    from   the 
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post-mortem  room  and  operating  theatre  is  subjected  to 
examination.  It  is,  however,  increasingly  felt  that  the  use 
of  the  laboratory  would  be  of  more  immediate  value  if  it 
were  in  the  Hospital  rather  than  in  the  College. 

Original  work  has  been  principally  conducted  by  Mr.  G. 
L.  Cheatle,  F.R.C.S.,  who  has  published  in  the  'Lancet' 
(October  30th,  1897)  a  brief  note  giving  the  results  of  some 
of  his  work.  He  has  sent  the  subjoined  paper  on  the  same 
subject  for  publication  in  these  '  Reports.' 


A  Method  op  Uniting  the  Divided  Intestines. 

At  present  all  operations  devised  for  the  end-to-end 
anastomosis  of  the  divided  intestine  not  only  leave  the  lumen 
of  the  gut  smaller  than  normal,  but  its  size  is  also  diminished 
by  the  subsequent  contraction  of  its  encircling  cicatrix. 

The  following  operation  has  been  performed  with  two 
objects  in  view :  to  unite  the  divided  ends  to  establish 
continuity,  and  to  increase  the  size  of  the  lumen  to  diminish 
or  prevent  a  stricture. 

It  is  the  result  of  many  experiments  performed  upon  live 
dogs  and  upon  the  dead  human  body.  Three  dogs  upon 
which  it  has  been  performed  are  living,  and  the  condition 
of  the  junction  will  be  observed  at  three  different  and 
distant  intervals. 

The  method  consists  of  the  following  features : — the 
segment  of  the  small  or  large  intestine  supposed  to  be 
affected  is  first  excised,  and  instead  of  making  the  lines  of 
excision  transverse  to  the  longitudinal  direction  of  the  bowel 
they  are  made  oblique,  so  that  after  starting  them  at  the 
part  of  the  intestinal  wall  that  is  furthest  from  the  mesentery 
they  are  directed  backwards  and  towards  each  other,  and 
terminate  at  the  attachment  of  the  mesentery  (Fig.  1). 

The  advantages  of  this  oblique  direction  of  each  incision 
are  two :  it  increases  the  length  of  the  circumference  to  be 
sewn  together,  and  it  allows  the  blood-supply  to  directly 
reach  those  parts  of  the  edges  that  are  furthest  from  the 
mesentery. 

These   advantages    cannot  be    obtained   by    making   the 
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incisions  oblique  in  any  other   direction,   nor  can  they  be 
attained  by  cutting  the  edge  in  a  semicircular  manner,  for 


FIG. I. 


by  such  proceedings  tlie  vitality  of  the  distant  edges  is 
seriously  imperilled.  Two  incisions  of  equal  length  are  now 
made ;  one  is  placed  in  each  extremity  of  the  now  divided 
ends,  opposite  to  as  well  as  parallel  with  the  attachment  of 
the  mesentery  (Fig.  1).  Their  lengths  should  be  at  least 
equal  to  the  diameter  of  the  gut  at  the  seat  of  resection. 
These  incisions  allow  the  two  ends  to  be  spread  out  like  fans, 
and  they  also  permit  the  serous  surfaces  to  be  placed  in 
perfect  apposition  by  bringing  the  two  fans  together  as  it 
were  back  to  back,  with  their  mesenteric  attachments  in 
"Contact  with  each  other  (Fig.  2).  ^ 


FIG. 2. 


In  this  position  they  are  now  permanently  stitched  to- 
gether ;  the  first  stitch  must  accurately  fix  the  mesenteric 
attachments,  the  second  and  third  must  be  placed  respectively 
on  either  side  of  the  first  and  close  to  it.  The  rest  of  the 
divided  ends  may  be  stitched  from  these  points  outwards. 
Each  transit  of  the  needle  can  be  accurately  observed  in 
detail  as  it  passes  through  all  the  coats  of  the  divided  ends. 

The    stitch    I    prefer    for  this    part  of  the   operation  is 
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an  interrupted  loop  stitch  that  is  passed  througli  all  the 
coats  of  both  ends  and  brought  back  again  in  the  same  way, 
but  parallel  with,  the  first  transit  and  tied.  Each  stitch 
fixes  the  ends  together  below  the  prolapsing  raucous  mem- 
brane (Fig.  2).  It  must  include  in  its  loop  as  little  tissue  as 
possible.  It  seems  to  me  that  this  stitch  has  two  advan- 
tages, for  it  is  passed  and  tied  below  the  prolapsing  mucous 
membrane,  and  prevents  the  tendency  of  this  mucous  mem- 
brane to  leak  when  the  intestine  is  straightened,  and  also  it  is 
then  hidden  from  view,  and  the  edge  requires  less  inversion  by 
the  Lembert's  sutures  that  finish  off  the  operation  before 
the  bowel  is  restored  to  the  abdominal  cavity.  When  the 
interrupted  stitches  are  tied  over  and  into  the  ends  of  the  pro- 
lapsed mucous  membrane,  they  rather  encourage  the  prolapse 
by  the  outward  pressure  they  exert  upon  the  mucous  mem- 
brane, and  therefore  are  not  to  be  greatly  recommended. 

The  union  of  the  two  ends  must  necessarily  result  in  the 
formation  of  one  longitudinal  opening  into  the  gut.  The 
seat  of  the  end-to-end  union  will  be  at  right  angles  to  its 
centre  (Fig.  3). 


FIG. 3. 


To  conclude  the  main  features  of  the  operation,  the 
extremities  of  this  opening  are  brought  together  and  fixed 
in  apposition  ;  this  proceeding,  of  course,  converts  the  opening 
into  a  transverse  one,  and  one  that  is  continuous  with  the 
joined  ends.  Also  nearly  the  whole  length  of  the  aperture 
is  thereby  thrown  into  the  continuity  of  the  lumen  at  the 
seat  of  stricture,  and  consequently  enlarges  it  (Fig.  4). 

For  stitching  up  this  now  transverse  opening  I  prefer 
Halstead's  square  stitch.  It  will  be  understood  from  the 
above  description  that  not  only  are  the  ends  united,  but  also 
the  lumen  is  saved — at  all  events  from  actual  diminution — 
by  methods  adopted  to  counteract  the  evils  that  are  necessary 
to  effect  that  union. 
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This  description  must  not  conclude  without  referring  to 
the  operations  of  pyloroplasty  and  enteroplasty  (the  latter 
as  first  performed  by  Mr.  Allingham),  for  in  both  procedures 
longitudinal  incisions  are  made  into  the  strictured  parts 
with  the  object  of  converting  them  into  transverse  ones,  and 
thereby  increasing  the  size  of  their  lumens. 


YI.  PHYSIOLOGICAL    DEPAETMENT. 

Professor — W.  D.  Hallibueton,  M.D.,  F.K.S. 
Demonstrator  of  Fhysiology  and  Lecturer  on  Animal  Biology — H.  Willoughby 

Ltle,  M.B. 
Demonstrator  of  Histology  and  Lecturer  on  Elementary  Biology — P.  T.  B.  Beale, 

F.R.C.S. 


The  work  of  the  laboratory  has  during  the  past  year 
been  carried  on  with,  quiet  but  uninterrupted  activity.  In 
addition  to  the  ordinary  classes,  the  advanced  classes  have 
been  well  attended,  and  research  work  diligently  prosecuted. 
The  total  number  of  students  doing  advanced  work  or 
pursuing  original  research,  has  greatly  increased.  This  is 
chiefly  owing  to  tbe  success  which  has  attended  the  holding 
of  special  classes  for  the  primary  examination  for  the 
Fellowship  of  the  Eoyal  College  of  Surgeons  both  in 
anatomy  and  physiology.  The  total  number  of  occasional 
students  shows  a  steady  increase,  and  the  following  numbers 
give  the  totals  in  each  session  since  the  commencement  of  the 
publication  of  these  '  Reports  : ' 


Departments  and  Laboratories.  309 

Session  1893-4 37 

1894-5 40 

1895-6 46 

1896-7 76 

A  new  class  started  during  the  last  session  has  proved  of 
value  to  several  students  ;  this  is  an  advanced  practical 
class  which  meets  in  the  evening,  and  is  specially  designed 
for  B.Sc.  students  who  cannot  attend  the  day  class.  This 
class  is  taken  by  Mr.  Lyle. 

In  connection  with  original  research,  a  volume  of  collected 
papers  for  private  circulation  was  issued  from  the  Laboratory 
in  July  last.  This  is  the  third  volume  of  the  kind  that  has 
appeared,  the  first  having  been  published  in  1893,  the 
second  in  1895.  Each  volume  consists  of  reprints  of  the 
papers  which  have  appeared  as  the  result  of  original 
research  carried  out  in  this  Laboratory. 

The  table  of  contents  of  the  third  volume  runs  as  follows  : 

1.  '^  Synthesised  Colloids  and  Coagulation,^^  by  J.  W. 
Pickering,  D.Sc.Lond.  (' Journal  of  Physiology,^  xviii,  p.  54). 

2.  ^' The  Intra-vascular  Coagulation  produced,  by  Syn- 
thesised Colloids,''  by  W.  D.  Halliburton  and  J.  W. 
Pickering  (ibid.,  xviii,  p.  285). 

'S.  '•  Nucleo-proteids — Supplementary  Paper,  "  by  W.  D. 
Halliburton  (ibid.,  xviii,  p.  Si.^6). 

4.  ''  Further  Experiments  on  the  Embryonic  Heart,''  by  J. 
W.  Pickering  (ibid.,  xviii,  p.  470). 

5.  "  Notes  on  Rennet  and  on  the  Coagulation  of  Milk,"  by 
A.  Edmunds,  B.Sc.    (ibid.,  xix,  p.  446). 

6.  ''  Action  of  Pancreatic  Juice  on  Milk,"  by  W.  D. 
Halliburton  and  T.  G.  Brodie,  M.D.  (ibid.,   xx,  p.  97). 

7.  ''  Notes  on  Creatinine,"  by  \\  C.  Colls  (ibid.,  xx, 
p.  107). 

8.  "  Experiments  on  the  Hearts  of  Mammalian  and 
Chick  Embryos,  with  special  reference  to  the  Action  of 
Electric  Currents,"  by  J.  W.  Pickering  (ibid.,  xx,  p.  165). 

9.  ''  The  Coagulability  of  the  Blood  of  Albinos,"  by  J. 
W.  Pickering  (ibid.,  xx,  p.  310). 

10.  ''  Proteoses  in  Serous  Effusions,"  by  W.  D.  Halli- 
burton and  P.  C.  Colls  ('  Journal  of  Pathology  and  Bac- 
teriology,' iii,  p.  295). 

VOL.    IV.  21 
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11.  "The  Precipitation  of  Carbohydrates  by  Neutral 
Salts/'  preliminary  communication  by  R.  A.  Young,  M.D., 
B.Sc.  ('  Proceedings  of  the  Physiological  Society/  February 
13th,  1897). 

12.  "  Preliminary  Account  of  the  Effects  on  Blood-pressure 
produced  by  the  Intra- venous  Injection  of  Fluids  containing 
Choline,  Neuriue,  or  allied  Products,''  by  F.  W.  Mott,  M.D., 
F.R.S.,  and  W.  D.  Halliburton  (^  Proc.  Physiol.  Soc.,' 
February  13th,  1897). 

13.  "  The  Chemical  and  Physiological  Reactions  of 
certain  Synthesised  Proteid-like  Substances,"  by  J.  W. 
Pickering  ('Proceedings  of  the  Royal  Society,'  Ix,  p.  337). 

Resumes  of  all  of  these  papers,  with  the  exception  of  the 
last  three,  have  already  appeared  in  volumes  of  these  Reports. 
The  following  are  brief  extracts  of  the  three  papers  in 
question. 

The  Precipitation  of  Carbohydrates  hy  Neutral  Salts,  by 
R.  A.  Young,  M.D.,  B.Sc.  —  In  the  separation  of  proteids 
from  one  another  no  method  is  of  greater  value  than  that 
involving  the  use  of  neutral  salts  like  the  sulphates  of 
magnesium,  sodium,  and  ammonium.  In  the  present 
research  it  is  shown  that  the  same  method  may  be  employed 
for  the  separation  of  the  carbohydrates.  Speaking  generally, 
the  crystalline  carbohydrates  are  nob  precipitated  by 
saturating  their  solutions  with  such  salts,  whereas  the 
colloid  carbohydrates  are  by  one  or  other  of  them.  The 
full  paper  dealing  with  the  principal  members  of  the  carbo- 
hydrate group  individually  will  appear  shortly  ;  but  it  may 
here  bo  mentioned  as  a  practical  outcome  of  the  research, 
that  a  new  method  is  provided  for  the  separation  of  gly- 
cogen and  dextrins  ;  the  former  is  precipitable  like  starch, 
whereas  the  dextrins  resemble  the  crystalline  carbohydrates 
by  remaining  in  solution. 

Preliminary  Account  of  the  Effects  upon  Blood-pressure 
produced  hy  the  Intra-venous  Injection  of  Fluids  containina 
Choline,  Neurine,  or  allied  Products,  by  F.  W.  Mott,  M.D., 
F.R.S.,  and  W.  D.  Halliburton,  M.D.,F.'r.S.— This  paper  may 
be  given  in  full,  as  it  is  itself  of  the  nature  of  an  abstract. 

The  experiments  have  been  conducted  as  follows  : — The 
animals    used    were    dogs,    anaesthetised  with  ether.      The 
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right  external  jugular  vein  and  the  left  carotid  artery  were 
exposed,  and  a  cannula  was  introduced  into  each  vessel. 
The  artery  was  connected  with  a  mercurial  manometer  in 
the  usual  way  for  taking  a  blood-pressure  tracing.  A 
simultaneous  tracing  of  the  respiratory  movements  was  taken 
by  the  tambour  method. 

The  fluids  were  injected  into  the  vein,  and  the  results 
were,  with  certain  exceptions  to  be  afterwards  mentioned, 
in  all  cases  similar,  viz.  no  marked  effect  upon  respiration, 
but  a  marked  temporary  fall  in  the  blood-pressure,  which 
begins  about  ten  seconds  after  the  commencement  of  the 
injection. 

The  fluids  we  used  were — 

(1)  Normal  cerebro-spinal  fluid  taken  from  a  case  of 
dripping  from  the  nose  during  life.  For  this  we  are 
indebted  to  Dr.  StClair  Thomson.  This  produced  no 
effect ;  one  of  us  observed  a  similar  negative  result  when 
the  cerebro-spinal  fluid  taken  from  an  animal  during  life 
has  been  introduced  into  the  vein  of  another  animal  of  the 
same  species. 

(2)  Cerebro-spinal  fluid  obtained  post  mortem  from  a 
considerable  number  of  cases  of  general  paralysis  of  the 
insane,  from  one  case  of  stuporose  melancholia,  and  from 
one  case  of  cerebral  haemorrhage  owing  to  the  giving  way 
of  a  cortical  cerebral  vessel. 

To  avoid  fallacy  of  decomposition  from  microbic  growth, 
it  may  be  stated  that  the  bodies  were  placed  in  a  cold 
chamber  (0°  C.  or  below  that)  within  half  an  hour  of  death, 
and  cultures  were  in  all  cases  made  from  the  cerebro-spinal 
fluid  and  blood  of  the  frontal  sinus,  and  in  nearly  all 
instances  without  result.  This  is  necessary,  because  many 
of  these  people  die  with  bladder  affection  or  ulcerative 
colitis,  and  microbic  toxins  might  aiise. 

As  a  rule  10  c.c.  of  the  fluid  were  injected,  and  although 
the  effect  varied  somewhat  in  degree,  yet  in  only  one 
instance  did  no  fall  in  the  blood-pressure  occur.  That 
instance  was  the  cerebro-spinal  fluid  from  the  case  of  cortical 
liaBmorrhage,  an  acute  case  with  no  naked-eye  wasting  of 
the  brain  substance. 

(3)  Tlie  cerebro-spinal  fluid  was  boiled  and   filtered,  and 
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the  filtrate  gave  the  same  result ;  it  could  uot^  therefore,  be 
due  to  proteid. 

(4)  The  cerebro- spinal  fluid  was  mixed  with  several  times 
its  volume  of  alcohol,  by  which  all  proteids  and  proteoses 
would  be  precipitated.  It  was  filtered  and  the  filtrate  dried 
at  a  temperature  of  about  40°  C,  and  the  residue  dissolved 
in  saline  solution.  This  when  injected  gave  a  similar  fall  in 
the  blood-pressure. 

(5)  Solution  of  neurine  hydrochloride,  0*125  per  cent. 
2'5  c.c.  gave  a  similar  fall ;  but  in  most  instances  this  was 
followed  by  a  return  to  or  even  above  the  original  pressure, 
and  then  a  second  fall,  which  persisted  to  some  extent,  a 
condition  we  never  observed  with  the  cerebro-spinal  fluid. 
This  result  is  similar  to  that  previously  obtained  by  Schafer 
and  Oliver.  Stronger  doses  produce  slowing  of  the  heart, 
and  slowing  and  deepening  of  the  respiration.  The  fatal 
dose  is  less  than  a  decigramme,  respiration  ceasing  before 
the  heart. 

(6)  Solution  of  choline  hydrochloride,  0'2  per  cent.  5  c.c. 
gave  a  result  identical,  as  far  as  we  could  observe,  with 
that  obtained  by  the  pathological  cerebro-spinal  fluids. 
With  stronger  doses  there  is  slowing  of  the  heart. 

(7)  The  blood  obtained  from  two  patients  suifering  with 
pseudo-apoplectiform  convulsions  of  general  paralysis  ob- 
tained by  venesection  was  mixed  with  several  times  its 
volume  of  absolute  alcohol,  filtered,  and  the  filtrate  evapo- 
rated to  dryness  at  about  40°  C.  The  residue  was  dissolved 
in  saline  solution,  and  a  quantity  was  injected  corresponding 
to  50  c.c.  of  the  original  blood  in  each  case.  The  result 
obtained  corresponded  entirely  with  that  obtained  with  the 
pathological  cerebro-spinal  fluids  and  with  solution  of 
choline.  Normal  blood  similarly  treated  gave  a  negative 
result. 

It  may  be  added  that  section  of  the  vagi  has  no  influence 
on  the  fall  of  blood-pressure  produced  by  the  injection. 

The  substance  in  the  pathological  cerebro-spinal  fluid 
which  produces  the  effect  is  precipitable  by  phospho-tnngstic 
acid  ;  it  is  therefore  probably  alkaloidal  in  nature.  Normal 
cerebro-spinal  fluid  after  removal  of  the  proteid  gives  no 
precipitate  with   phospho-tungstic    acid.     The  pathological 
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cerebro-spinal  fluids  we  have  examined  are  rich  in  coagulable 
proteid^  contain  no  proteose  or  peptone,  and  are  usually 
free  from  reducing  substance.  The  reducing  substance  of 
the  normal  fluid  was  considered  by  one  of  us  to  be  allied  to 
or  identical  with  pyrocatechin.  In  small  doses  pyrocatechin 
produces  no  effect  on  blood-pressure  ;  in  large  doses  it  causes 
a  very  slight  fall. 

The  effects  produced  upon  the  blood-pressure  by  the 
introduction  of  these  various  fluids  into  the  venous  circula- 
tion were  experimentally  demonstrated  at  the  meeting  of  the 
Physiological  Society.  A  number  of  lantern  slides  were 
shown  to  illustrate  the  disintegration  of  the  nerve-cells  of 
the  brain  in  some  of  the  cases. 

Since  the  meeting  we  have  taken  tracings  of  blood- 
pressure  simultaneously  with  plethysmographic  tracings  of 
the  limbs,  of  the  kidney,  of  the  spleen,  and  of  the  intestines  ; 
air  oncometers  being  used  in  connection  with  these  organs. 
There  is  peripheral  dilatation  of  the  blood-vessels.  That 
the  fall  of  blood-pressure  is  partly  cardiac  in  origin  was 
confirmed  by  experiments  on  the  frog's  heart.  These  and 
other  experiments  are  now  in  progress.  This  conclusion  fits 
in  very  well  with  what  is  found  in  general  paralysis  of  the 
insane ;  cardiac  weakness  and  enfeebled  circulation  are 
commonly  observed,  and  fatty  degeneration  of  the  heart  is 
very  frequently  discovered  'pod  mortem. 

A  paper  similar  in  purport  to  the  foregoing  was  read  by 
the  authors  at  the  meeting  of  the  British  Association  in 
Toronto  last  August ;  and  Dr.  Mott  has  embodied  the  main 
results  of  the  investigation  in  his  report  (as  Pathologist  of 
the  London  County  Asylums)  to  the  London  County 
Council. 

The  Chemical  and  Physiological  Reactions  of  certain 
Synthesised  Proteid-like  Substances,  by  John  W.  Pickering, 
D.Sc. — This  paper  is  the  result  of  work  which  the  author 
has  carried  out  under  the  supervision  of  Prof.  Grimaux  in 
Paris.  It  cannot,  therefore,  be  strictly  said  to  issue  from 
this  Laboratory,  but  as  it  is  the  outcome  of  researches 
commenced  here  it  has  been  thought  right  to  include  it. 

By  fusing  together  certain  products  of  proteid  decomposi- 
tion, it  is  shown  that  substances  roughly  resembling  proteids 
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are  produced.  The  uew  bodies,  the  preparation  of  which  is 
described,  are  in  general  similar  to  the  colloids  which 
Grimaux  prepared  previously,  and  the  physiological  action 
of  which  has  been  worked  out  in  this  laboratory  (see  previous 
volumes  of  these  Reports).  Some  of  the  newly  prepared 
materials  resemble  these  in  producing  intra-vascular  coagu- 
lation of  the  blood  when  injected  into  the  vessels. 

Several  other  pieces  of  research  are  in  active  progress, 
and  it  is  hoped  that  many  of  these  will  be  published  during 
the  coming  year. 


STATE  MEDICINE  LABORATORIES. 

Director — Professor  William  li.  Smith,  M.D.,  D.Sc,  F.K.S.Ediu., 

Barrister-at-  Law. 

Demonstrator — C.  G.  MoOR,  M.A.Cantab. 


The  number  of  students  entering  for  the  courses  given  in 
these  laboratories  continues  to  be  satisfactory,  while  the 
numbers  that  are  successful  at  the  various  public  examina- 
tions for  the  Diploma  of  Public  Health  compare  favourably 
with  those  at  other  teaching  institutions. 

The  arrangement  whereby  students  are  afforded  the 
necessary  training  in  practical  sanitation,  under  a  Medical 
Officer  of  Health,  is  in  full  operation. 

This  is  given  in  the  Woolwich  district,  and  includes 
instruction  in  the  general  working  of  the  Public  Health 
Acts,  the  routine  and  duties  of  the  Medical  Officer  and  of 
his  subordinates,  the  keeping  of  returns,  and  the  drawing 
up  of  the  necessary  tables ;  the  inspection  of  common 
lodging-houses,  slaughterhouses,  cellar  dwellings,  houses  let 
in  lodgings,  meat  inspection,  the  inspection  of  dairies,  cow- 
sheds, bakehouses,  &c. 

Weekly  excursions  to  various  places  of  sanitary  interest 
are  also  made. 

The  following  are  examples  of  the  places  visited  by  the 
class  during  the  tei-in,  and,  as  will  be  seen,  comprise  almost 
evei'y  kind  of  industry  or  institution  of  interest  to  the  Public 
Health  student. 
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I.   Systems  of  Warming  and  Ventilation  : 
(a)  The  Houses  of  Parliament. 
(h)   The  Hugh-Myddelton  Board  Schools. 
II.  Methods  of  Sewage  Disposal : 

(a)  Ley  ton  (Hanson's  process). 

(b)  Crossness    (treatment  of  metropolitan  sewage 

by  the  London  County  Council). 

(c)  Kingston  (A.  B.  C.  process) . 

{d)   Acton  (International  Iron  process), 
(e)   Croydon  (Sewage  Farm). 

III.  Offensive  Trades  : 

{a)  Soap  Works  (including  bone-boiling,  fat- 
melting,  &c.) — Messrs.  Edward  Cook  and 
Sous,  Bow. 

(b)  Match  Works— Messrs.  Bell,  Bow. 

(c)  White-lead  Works. 

(d)  Slaughterhouses. 

(e)  Varnish   and   Colour  Works — Messrs.  Denton 

and  Jutsom. 

IV.  Model  Lodging-houses  : 

(a)   London    County     Council    Lodging-house     in 

Drury  Lane. 
(6)  Lord    Rowton's  Lodging-houses    at  Vauxhall 
and  King's  Cross. 
V.    Water  Works  : 

{a)   East  London  Water  Works. 
(6)   Watford  Water  Works. 
(c)    Southwark  and  Vauxhall  Water  Works. 
VI.   Gas  Works  : 

(a)  Watford  Gas  Works. 

(b)  South  Metropolitan  Gas  Works. 

(c)  Beckton  Gas  Works,  North  Woolwich. 
VII.  Hospitals,  ^c.  : 

(a)  Asylums    Board  Laboratory    (manufacture    of 

antitoxic  serum). 

(b)  Smallpox  Hospital  Ships  at  Long  Reach. 

(c)  The  Brook  Hospital,  Shooter's  Hill. 

(d)  The  Miller  Hospital. 

(e)  The  St.  Giles'  Workhouse. 
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(f)  The    Darenth    Asylum  and    Schools   for   Im- 
beciles. 
VIII.  Milk  Supply  : 

(a)   College  Farm,  Finchley  (Express  Dairy  Com- 
pany). 

(h)  The  Hampstead  Dairy. 

(c)  Aylesbury  Dairy  Company. 

(d)  Sir  James   Blyth's  farm    and   dairy  at   Stan- 

stead. 
IX.  Mortuaries  : 

The  City  of  London  Mortuary. 
X.  Baths  and  Washhouses: 
(a)  Woolwich  Baths. 
(6)   Paddington  Baths. 

(c)  Lambeth  Baths. 

(d)  Kensington  Baths. 

(e)  Westminster  Baths. 

XI.  Disposal  of  Ashes  and  Trade  Refuse  : 

(a)  Woolwich  Destructor. 
(6)   Ealing  Destructor. 

(c)   Leyton  Destructor. 
{d)  Shoreditch  Destructor. 
XII.  Meteorological  Instruments  : 

{a)  Royal  Observatory,  Greenwich. 

(b)  The  Observatory  at  Kew. 
XIII.   Sanitary  Appliances,  8fc.  : 

(a)  Hornsey  Sanitary  Museum. 

(h)  King's  College  (Sanitary)  Museum. 

(c)  Parkes  Museum. 

(d)  Geological  Museum,  Jermyn  Street. 

The  Assistant  Demonstrator,  F.  Drew  Harris,  M.B.  Lond., 
D.P.H.,  has  been  appointed  Medical  Officer  of  Health  for 
St.  Helens,  Lancashire. 

The  remaining  portion  of  Professor  Smith's  research  on 
the  efficiency  of  steam  disinfectors  has  been  published  in 
the  'Journal  of  the  Royal  Institute  of  Public  Health,'  while 
Mr.  Moor's  work  on  '  Milk-  and  Milk  Products  '  has  been 
completed. 


SPECIMENS   OF   INTEREST    ADDED   TO 
THE   MUSEUM 

During  the  Year  ending  September  30th,  1897 ; 

WITH  DESCEIPTIONS 
By  HUGH  PLA.YFAIR,  M.D.,  M.R.C.P., 

Curator. 


2252,  Mediastinal  Tumour. 

The  mass,  which  is  pyriform  in  outline,  and  presents  an 
irregularly  lobulated  appearance  ou  the  surface,  occupied  the 
anterior  mediastinum,  extending  from  the  root  of  the  neck 
to  the  apex  of  the  heart,  and  laterally  filling  up  the  space 
between  the  two  lungs.  It  extended  also  to  the  posterior 
mediastinum,  enveloping  the  roots  of  both  lungs  and  other 
structures  in  that  space.  On  making  a  vertical  incision  into 
the  pericardial  sac  the  growth  is  seen  to  be  intimately  ad- 
herent to  the  anterior  layer  of  the  pericardium.  Commencing 
at  the  apex  of  the  heart,  it  gradually  increases  in  thickness 
and  depth  as  the  base  is  apj^roached,  and  finally  extends 
beyond  the  confines  of  the  pericardium  along  the  big  vessels 
towards  the  root  of  the  neck.  The  heart  is  perfectly  free  in 
the  pericardial  sac,  but  there  are  a  few  adhesions  extending 
between  the  aorta  and  the  superior  vena  cava.  On  that  part 
of  the  pericardium  which  is  reflected  on  to  the  origin  of  the 
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aorta  and  pulmonary  vessels  are  seen  some  secondary  nodules, 
a  few  of  which  are  also  scattered  over  the  heart  itself.  The 
pleura  over  left  lung  is  considerably  thickened  and  infiltrated 
with  the  growth,  and  there  are  many  minute  nodules  scattered 
over  both  pleurae. 

From  a  man,  R.  P — ,  aet.  22,  a  painter,  who  was  quite  well  until  six 
weeks  before  admission,  when  be  bad  a  sbivering  fit.  Went  on  with  bis 
work  for  anotber  ten  days,  and  was  tben  admitted  into  hospital  suffering 
from  pain  in  left  side, just  below  fifth  rib,  and  great  dyspnoea  with  cough; 
frothy  expectoration  (examination  of  which  gave  negative  residts).  The 
left  side  was  quite  motionless  on  respiration  and  dull.  Complete  absence 
of  V.  F.  and  V.  11.  and  breath-sounds  over  left  lung.  Heart  dulness  could 
not  be  made  out,  nor  could  apex-beat  be  localised ;  the  sounds  were  dis- 
tant but  normal.  No  abnormal  signs  could  be  detected  on  right  side. 
There  was  a  great  deal  of  sweating.  Temperature  never  rose  over  100°  F. 
Tbe  left  side  was  aspirated  and  over  two  pints  of  sanguineous  fluid  with- 
drawn, and  after  three  days  the  same  measure  was  resorted  to,  and  twenty- 
eight  ounces  removed.  The  patient  had  to  be  relieved  every  three  or  four 
days  by  aspiration,  and  finally,  after  being  in  hospital  for  fourteen  days, 
died  quite  suddenly  from  cardiac  failure.  On  P.M.  heart  could  not  be 
made  out  by  inspection,  as  the  whole  space  immediately  behind  stei'num 
was  occupied  by  the  growth,  which  was  intimately  adherent  to  the  pari- 
etal pericardium.  There  was  no  excess  of  fluid  in  the  pericardium.  The 
right  side  of  heart  was  dilated.  A  considerable  quantity  of  sanguineous 
fluid  was  found  in  left  chest,  and  a  small  quantity  in  the  right.  There 
were  adhesions  at  the  left  apex  of  lung,  which  had  to  be  broken  down  by 
finger.  The  left  lung  was  quite  collapsed  and  pressed  against  the  spine. 
Scattered  over  botb  pleura?,  atid  on  the  upper  surface  of  the  diapliragm, 
were  a  number  of  small  white  glistening  points,  about  the  size  of  sago 
grains,  which  appeared  translucent  at  first,  but  subsequently  became  quite 
opaque.  Abdominal  organs  quite  healthy.  Under  the  microscope  the 
growth  and  secondary  nodules  were  found  to  be  lympho-sarcoma,  which 
was  also  infiltrating  the  muscle  of  the  heart. 

Presented  by  Mr.  H.  C.  Buebidge. 

14371.  Colloid  Cancer  of  Stomach. 

The  disease  extends  from  the  pylorus  towards  the  cardiac 
end  of  the  stomach  on  a  line  with  the  oesophageal  opening. 
The  greatest  thickening  is  at  the  pylorus,  though  the  actual 
orifice  is  not  much  affected.  The  mucous  membrane  towards 
the  pyloric  end  presents  an  ulcerated  gelatinous  appearance ; 
but  towards  the  cardiac  end  it  is  thrown  into  irregular  folds. 
The  omentum  is  diffusely  infiltrated  with   large   masses  of 
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colloid  cancer,  which  was  also  scattered  in  nodules  over  the 
mesentery,  and  the  peritoneum  covering  the  stomach  and 
diaphragm,  and  forming  the  capsule  of  the  liver.  The  spleen, 
kidneys,  and  liver  substance  were  not  affected. 

From  a  man,  H.  D— ,  ait.  40,  who  was  admitted  into  King's  College 
Hospital  on  January  lltli,  1897,  complaining  of  pain  in  loins,  wasting, 
and  continuous  vomiting.  The  pain  commenced  nine  months  previously, 
and  during  that  period  the  jiatient  had  lost  four  stone  in  weight.  On 
admission  there  was  a  large  amount  of  ascites  present,  on  withdrawing 
which  a  nodular  swelling  was  felt  in  the  left  hypochondrium,  reaching  to 
one  inch  of  the  umbilicus.  Patient  gradually  got  weaker,  and  died  on 
Jaimary  25th. 

Presented  by  Dr.  John  Cubnow. 

14761.  Perforating  Ulcer  of  Duodenum. 

The  specimen  shows  the  pyloric  orifice  of  the  stomach 
with  the  first  portion  of  the  duodeoum.  Just  beyond  the 
margin  of  the  pyloric  ring  there  is  an  irregular  oval-sbaped 
ulcer  measuring  \\  inches  in  length  by  \  inch  in  breadth  ;  for 
two  thirds  of  its  circumference  the  wall  of  the  ulcer  presents 
a  well-marked  shelving  outline,  and  in  the  other  third  it  is 
sharp  and  perpendicular.  On  the  floor,  in  that  part  furthest 
removed  from  the  pylorus,  there  is  an  oval  perforation  \  inch 
long  by  i  inch  broad,  with  clear-cut  edges.  There  is  no  sign 
of  any  inflammatory  thickening  in  the  walls  of  the  ulcer. 

From  a  man,  C.  B — ,  a)t.  43,  who  on  admission  was  found  to  be 
suffering  from  epigastric  pain,  which  had  commenced  quite  suddenly  six 
days  previously  with  vomiting  and  constipation.  Abdomen  was  tense  but 
not  tender.  There  was  passage  of  several  dark-coloured  stools.  There 
was  didness  and  tubular  breathing  at  both  bases  up  to  the  angle  of  the 
scapula.     Patient  became  comatose  and  died. 

Presented  by  Dr.  John  Cubnow. 

335'.  Sarcoma  of  Lung. 

The  lung  is  greatly  increased  in  bulk,  and  is  infiltrated 
throughout  with  secondary  deposits,  which,  when  viewed 
from  the  surface,  vary  in  size  from  a  millet  seed  to  a  large 
walnut.  The  nodules  are  pale,  smooth,  and  rounded,  and  in 
some  places  project  so  much  above  the  surface  as  to  appear 
almost  pediculated.     The  pleura  is  much  thickened,  aud  a 
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firm  band  of  adhesions  is  seen  between  the  upper  and  middle 
lobes  of  the  lung.  There  is  a  great  matting  of  parts  at  the 
root  of  the  luiig,  and  the  bronchial  lymphatic  glands  are 
enlarged.  Under  the  microscope  a  section  througb  one  of 
the  nodules  shows  a  spindle-celled  sarcoma. 

From  a  man,  A.  W — ,  aet.  52,  who  was  admitted  to  hospital  on 
December  7th,  1896,  witli  a  nodular  swelling  in  anterior  part  of  pcri- 
na)um,  and  attached  to  the  root  of  the  penis  and  ischio-pubic  rami  on  left 
side.  The  patient  had  gonorrhoea  followed  by  a  slight  stricture  in  1888. 
A  tumour  was  removed  from  the  left  side  of  perinajum  in  1892.  After 
this  he  lost  weight,  but  continued  work  till  December,  1895,  when  he  fell 
off  a  ladder  and  was  taken  to  a  hospital,  where  he  remained  for  seven 
weeks.  Whilst  there  he  noticed  a  swelling  at  the  root  of  the  penis,  which 
was  operated  on,  but  only  incompletely  removed  because  of  profuse 
hajmorrhage.  Cough  started  in  July,  1896.  On  admission,  besides  the 
swelling  mentioned,  the  most  prominent  symptoms  were  intense  dyspna^a, 
cyanosis,  and  clubbing  of  the  fingers.  There  was  universal  bronchial 
breathing  to  be  heard  over  both  lungs.  Expectoration  was  profuse,  but 
contained  no  blood.  Liver  was  enlarged.  At  the  P.M.  the  mass  attached 
to  the  ischio-pubic  rami  was  found  to  be  a  periosteal  sarcoma.  There 
were  one  or  two  nodules  in  the  capsule  of  the  liver. 
Presented  by  Mr.  J,  S.  Boden. 

893\  Sarcoma  of  Femur. 

The  lower  third  of  the  femur  and  knee-joint  has  been 
divided  longitudinally,  showing  the  expanded  lower  end  of 
the  femur.  The  disease  commenced  in  and  was  confined  to 
the  medullary  cavity,  and  is  undergoing  cystic  degeneration. 
There  is  considerable  thickening  and  "  lipping  "  of  the  inner 
margin  of  the  articular  surface  of  the  internal  condyle.  A 
separate  focus  of  disease  in  the  head  of  the  tibia  is  to  be 
seen.  Under  the  microscope  the  disease  proved  to  be  a 
mixed  round-celled  and  myeloid  sarcoma. 

From  a  man,  A.  B— ,  aet.  41,  who  in  1893  first  noticed  a  dull  aching 
pain  in  the  right  knee,  which  was  relieved  for  a  time.  But  in  1895  the 
patient  had  to  give  up  his  work,  and  was  admitted  into  Nottingham 
Hospital,  where  some  fluid  was  removed  from  the  knee-joint.  Since  then 
the  knee  gradually  enlarged  and  became  more  painful,  until  the  patient 
was  unable  to  straighten  the  leg.  He  was  admitted  into  King's  College 
Hospital  on  April  7th,  1896,  and  was  operated  upon  on  April  10th,  having 
the  lower  half  of  the  femur  removed.  On  examining  the  end  of  the  stump, 
the  medulla  was  thought  to  be  diseased,  but  it  was  decided  not  to  remove 
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any  more  at  that  time.  Patient  was  readmitted  on  May  22nd,  and  on  the 
28th  the  whole  of  the  remaining  portion  of  the  femur  was  removed.  On 
examining  the  bone  sarcomatous  material  was  found  to  occupy  the  whole 
of  the  medullary  cavity,  and  to  be  already  present  in  the  cancellous  tissue 
of  the  head  of  the  femur. 

Presented  by  Mr.  William  Rose. 

646^  Fracture  of  Radius  (Colles's  Fracture). 

Oblique  and  comminuted  fracture  of  the  lower  end  of 
the  radius.  The  lower  fragment  with  the  carpus  is  displaced 
backwards,  and  the  upper  fragment  forwards. 

695^  Fracture  of  Tibia  and  Fibula. 

Oblique  fracture  of  the  lower  end  of  the  fibula  just 
above  the  external  malleolus,  and  an  oblique  fracture  of  the 
anterior  surface  of  the  tibia  from  without,  downwards  and 
inwards,  accompanied  by  a  comminuted  fracture  of  the  in- 
ternal malleolus.  The  tip  of  the  internal  malleolus  is  not 
broken,  but  most  of  the  internal  lateral  ligament  is  ruptured. 
The  head  of  the  astragalus  is  displaced  outwards.  A  small 
portion  of  the  articular  surface  of  the  fibula  is  '*  chipped,"  as 
is  also  the  outer  margin  of  the  upper  articular  surface  and 
part  of  the  external  surface  of  the  astragalus. 

Both  this  and  the  previous  specimen  were  obtained  from  a  man  who 
threw  himself  out  of  a  second-floor  window  and  was  killed. 
Presented  by  Mr.  William  Tueneb. 

12271.  Subcoracoid  Dislocation  and  Fracture  of  the  Head  of 
Humerus. 
There  is  a  subcoracoid  dislocation  of  thirty-nine  years' 
standing,  and  a  recent  well-marked  vertical  fracture  passing 
through  the  head  and  neck  of  the  humerus.  The  head  of 
the  bone  is  seen  to  have  made  a  new  joint  in  front  of  and 
above  the  true  glenoid  cavity. 

Taken  from  a  man  tat.  8G,  who  sustained  an  injury  to  the  shoulder. 
An  attempt  was  made  to  reduce  the  dislocation,  which  was  thought  at  the 
time  to  be  a  recent  one,  and  fracture  of  the  bone  resulted. 
Presented  by  Mr.  H.  C.  BurbidQB. 
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Oct.  30th.  The  Inaugural  Address,  entitled  '^  Physiological 
Reminiscences,"  was  delivered  in  the  Library  of  King's 
College  by  Professor  Halliburton,  M.D.,  F.R.S.  Pro- 
fessor Halliburton  contrasted  past  with  present  oppor- 
tunities of  learning  physiology,  and  forecast  a  future 
when,  owing  to  increase  of  population,  physiologists 
would  send  out  albumen  in  test-tubes  for  the  nutriment 
of  each  individual. 

Nov.  13th.  ''  Surgical  Clinical  Meeting.''  William 
Turner,  Esq.,  F.R.C.S.  Mr.  Turner  showed  a  number 
of  most  interesting  cases.  Amongst  the  many  knee 
cases  was  an  osteo-arthritic  joint  with  a  laterally  dis- 
located patella.  Several  scrotal  swellings  and  tongue 
cases  gave  rise  to  a  variety  of  diagnoses.  There  were 
thirty  members  and  several  visitors  present. 

Nov.  27th.  '^  Recent  Adulteration  of  Food.''  By  C.  G. 
Moor,  Esq.,  M.A.  Mr.  Moor  chiefly  dwelt  on  the 
adulteration  of  milk  and  cream.  He  also  referred  to 
the  diseases  which  could  be  communicated  by  milk,  and 
mentioned  the  chief  preservatives.  Specimens  of 
humanised  milk  were  shown. 

Dec.  11th.  ''The  Diagnosis  and  Treatment  of  Typhoid." 
By  A.  Bousfield,  Esq.,  M.B.  Mr.  Bousfield  chiefly 
pointed  out  the  difficulties  in  such  cases  as  when 
special  symptoms,  such  as  the   nervous,  pulmonary,  or 
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renal,  might    lead    one   astray.      He    also   pointed   out 
local   conditions    that  might  lead   to    a   mistaken    dia- 
gnosis. 
1897. 

Jan.  15th.  "  The  Blood  in  Health  and  Disease.'^  By 
Dr.  Arthur  Whitfield.  Dr.  Whitfield  read  a  most 
interesting  paper,  and  showed  many  microscopical  blood 
preparations  to  illustrate  several  points.  The  paper 
was  very  much  appreciated  by  those  present. 

Jan.  29th.  ''Bicycling  and  Health.^'  By  Raymond 
Crawfurd,  Esq.,  M.A.,  M.D.,  B.C.L.Oxon.  Dr. 
Crawfurd  discussed  bicycling  as  a  therapeutic  agent 
in  digestion,  diseases  of  women  and  other  pathologic.-il 
conditions.  The  meeting  was  held  in  the  operating- 
theatre,  and  attended  by  the  students  from  the  Royal 
Free  Hospital. 

Feb.  12th.  ''  Indications  for  opening  the  Mastoid. ^^  By 
T.  L.  Lack,  Esq.,  M.D.,  F.R.C.S.  Dr.  Lack  illus- 
trated the  new  method  of  operation  by  several  cases, 
and  showed  specimens  indicating  the  parts  removed  in 
the  operation. 

March  12th.  "  Experiences  as  House  Surgeon  at  St. 
Peter's  Hospital.^'  By  Cyril  Wace,  Esq.,  F.R.C.S. 
Mr.  Wace  showed  a  great  variety  of  urethral  and 
bladder  instruments.  A  cystoscope  and  artificial 
bladder  were  also  provided  for  use.  Several  inter- 
esting cases  of  urethral  fever  were  quoted. 

March  26th.  ''Glaucoma.''  By  L.  Vernon  Cargill,  Esq., 
F.R.C.S.  Mr.  Cargill  gave  a  minute  description  of 
the  causes  of  glaucoma,  and  showed  some  beautiful 
specimens  and  diagrams  illustrating  his  remarks.  The 
treatment  was  then  gone  into  at  some  length. 

Notice. 

Old  King's  men  wishing  to  have  a  card  of  the  papers  to 
be  read  next  Winter  Session  are  requested  to  send  names 
and  addresses  to — 

F.  J.  Hasslacueu,  M  R.C.S.,  L.R.C.P.,  )   ^ 

P.  Levick,B.A.,  ^Secretaries. 


WHAT  OLD  KING'S  MEN  AEE  DOING. 


The  following  pages  comprise  a  list  of  former  students  who  are 
engaged  in  hospital  work,  or  who  hold  appointments  in  the  navy, 
army,  and  elsewhere.  Titles  of  papers  contributed  by  them  and  other 
old  students  to  medical  literature  during  the  year,  and,  in  some 
instances,  abstracts  of  these  papers  have  also  been  added. 

To  keep  old  King's  men  more  fully  in  touch  with  each  other,  and  to 
ensure  accuracy,  the  Editors  earnestly  request  that  notices  of  errors  or 
omissions  in  this  list,  and  of  new  honours,  appointments,  or  publica- 
tions, during  the  current  year,  should  be  sent  to  the  Business  Editor 
(Dr.  John  Phillips,  68,  Brook  Street,  London,  W.). 

Alcock,  John,  Senior  Surgeon,  North  Staffordshire  Infirmary. 

Alexander,  Reginald  Gervase,  M.D.,  Consulting  Physician 
to  Bradford  Infirmary. 

Allfrey,    C.    H.,    M.D.,   Assistant  Physician   to   Hastings, 
St.  Leonardos,  and  Bast  Sussex  Hospital. 

Amesbury,   Samuel   Cornwallis,    Brigade    Surgeon,   I. M.S. 
Bengal  (retired). 

Anningson,  Bushell,  M.D.,  Secretary  State  Medicine  Syndi- 
cate, University  of  Cambridge. 

Arlidge,  John  Thomas,  M.D.,  Physician,  North  Staffordshire 
Infirmary. 

Armstrong,  W.  Ernest  A.,  Surgeon-Lieut.,  I.M.S.,  Madras. 

Arthur,  David,  M.D.,  D.P.H.,  Demonstrator  of  State  Medi- 
cine, King's  College. 

Atkinson,  Edward,  Senior  Consulting  Surgeon,  Leeds  Gene- 
ral Infirmary. 

Barker,  Gordon  C,   M.D.,   Honorary    Physician,   Brighton 
and  Hove  Dispensary. 
A    Case    of  Injury    to    the   Shoulder  from   the    Schultze 
Method    of   Artificial    Respiration    (Lancet,    May   8th, 
1897). 
vol.  IV.  22 


326  What  Old  King's  Men  are  doing. 

Barrow,  Albert  Boyce,  F.R.C.S.,  Surgeon  to  King's  College 
Hospital  and  Royal  Free  Hospital  ;  Teacher  of  Opera- 
tive Surgery,  King's  College. 

Bateman,  William  Adolphus  Frederick,  Senior  Surgeon, 
Richmond  Hospital,  Surrey. 

Batterbury,  Richard  Legg,  M.D.,  Surgeon,  West  Herts 
Infirmary. 

Beach,  Fletcher,  M.D.,  F.R.C.P.,  Physician  to  the  West 
End  Hospital  for  Nervous  Diseases. 

Clinical  Lecture  on  Mental  Deficiency  in  Children  {Clinical 

Journalj  August  4th,  1897). 

This  was  a  post-graduate  lecture  delivered  at  the  West  End  Hospital 
for  Diseases  of  the  Nervous  System.  The  author  commenced  by  saying 
that  in  addition  to  the  mental  state  which  exists  in  each  case  there  are 
certain  physical  characteristics,  and  thus  it  is  possible  to  divide  cases 
which  come  for  treatment  into  different  groups.  The  author  divides 
cases  into  congenital  and  non-congenital;  in  the  first  the  defect  occurs 
at  the  time  of  birth,  in  the  second  it  appears  after  birth.  The  con- 
genital cases  are  divided  into  (1)  simple  congenital,  (2)  microcephalic, 
(3)  hydrocephalic,  (4)  scaphocephalic,  (5)  paralytic,  (6)  cretinism, 
sporadic  and  endemic.  The  non-congenital  cases  are  divided  into  (1) 
eclampsic,  (2)  epileptic,  (3)  hydrocephalic,  (4)  paralytic,  (5)  inflamma- 
tory, sub-class  hypertrophic  ;  (6)  traumatic.  Cases  of  each  class  were 
described,  and  occasionally  illustrative  cases  were  shown.  Under  the 
head  of  the  simple  congenital  class  wei-e  described  cases  of  the  Mongol 
type,  so  called  from  the  similarity  in  their  facial  appearance  to  the 
Chinese.  They  have  obliquity  of  the  orbits,  broad  features,  rounded 
pinnae  to  the  ears,  hypertrophied  papillsB  of  the  tongue,  roughness  of 
the  skin,  and  short  and  broad  hands  and  feet.  They  are  very  imita- 
tive, and  see  the  comic  side  of  everything.  Many  mentally  deficient 
cases  have  a  high  palate,  which  may  at  times  be  v-shaped,  or  what  is 
called  a  neurotic  one.  The  last  has  a  more  Gothic  arch  than  the 
normal  palate,  and  the  alveoli  run  parallel  for  a  greater  distance  than 
in  the  V-shaped  palate.  Some  years  ago  the  author  examined  700 
feeble-minded  children,  and  found  that  of  every  100  about  sixty  had 
neurotic  palates  and  twenty-eight  had  V-shaped  or  deformed  palates. 
Under  the  heading  of  the  inflammatory  class  special  reference  was 
made  to  the  hypertrophic  type,  i.  e.  cases  which  after  death  are  found 
to  have  had  chronic  inflammation  of  the  brain,  which  weighs  sometimes 
as  much  as  twenty  ounces  more  than  it  should  do.  The  points  which 
distinguish  hypertrophy  from  chronic  hydrocephalus  were  given  at 
length.  The  aetiology  of  the  affection  showed  that  of  causes  acting 
before  birth  phthisis  was  accountable  for  28  per  cent.,  insanity  and 
epilepsy  for  21  per  cent.,  and  epilepsy  and  other  neuroses  for  20  per 
cent.,  but  syphilis  was  acknowledged  in  only  I'l?  per  cent.  Con- 
sanguinity only  accounted  for  4  per  cent.,  and  even  in  those  cases  in 
which  consanguinity  was  present  there  were  other  hereditary  tenden- 
cies, of  themselves  quite  sufficient  to  produce  the  affection  without  the 
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influence  of  consanguinity.  The  diagnosis  and  prognosis  of  mental 
deficiency  were  fully  given,  but  the  treatment  was  only  slightly  touched 
upon,  the  author  referring  those  interested  in  the  treatment  to  his 
book  on  '  The  Treatment  and  Education  of  Mentally-feeble  Children.' 
Some  practical  hints  were  given  at  the  end  of  the  lecture.  These  were 
chiefly  that  the  shape  of  the  head  and  the  aspect  of  the  face  cannot  be 
relied  upon  as  the  only  means  of  diagnosis ;  that  as  some  learn  more 
by  ear  and  others  by  sight,  each  case  must  be  carefully  studied  so  that 
the  education  should  be  adapted  to  the  requirements  needed;  that 
these  children  should  be  removed  from  home  and  placed  in  an  institu- 
tion  where  they  could  be  carefully  educated  and  trained ;  and  lastly, 
that  the  training,  both  mental  and  physical,  should  be  commenced  as 
early  as  possible. 

The  Mentally -feehle  Child  and  hoiv  to  train  him  (Pedia- 
trics,  December  Ist,  1897). 

This  paper  was  read  before  the  London  branch  of  the  British  Child 
Study  Society.  The  author  commenced  by  pointing  out  that,  as  there 
are  not  only  mental  but  physical  defects  to  be  dealt  with,  we  must,  if 
we  wish  to  improve  the  former,  at  the  same  time  ameliorate  the  latter 
condition.  First,  the  size  and  shape  of  the  head  was  taken  into  con- 
sideration, and  it  was  noted  that  in  children  whose  heads  measured 
only  15^  to  17 1  or  18  inches  in  circumference  there  was  also  a  retreat- 
ing forehead,  often  narrowed  from  side  to  side,  so  that  the  front 
part  of  the  brain,  which  is  supposed  to  be  the  seat  of  the  intellectual 
faculties,  is  very  small  indeed.  Reference  was  also  made  to  the  hydro- 
cephalic, the  hypertrophic,  the  keel-shaped  head,  and  other  varieties. 
With  regard  to  the  palate  the  author  said  it  was  necessary  to  guard 
against  a  very  common  fallacy,  that  because  a  child  has  a  defective 
palate  he  is  therefore  feeble  minded.  It  is  a  condition  to  be  looked  for, 
but  it  is  a  combination  of  this  with  other  signs  afterwards  described 
which  go  to  make  up  the  mentally  deficient  child.  As  regards  the 
eyes  it  was  pointed  out  that  in  many  children  the  eyes  are  constantly 
wandering,  while  in  others  there  is  a  fixed  stare,  and  the  child  takes  no 
notice  of  objects  which  pass  before  him.  More  can  be  done  with  the 
latter  than  the  former  children,  because  in  these  the  attention  cannot 
be  fixed.  On  examining  the  ears  it  would  be  noted  that  some  were  too 
large  and  implanted  too  far  back,  or  some  portion  of  the  ear  would  be 
defective,  or  the  ears  would  not  be  symmetrical  on  both  sides.  The 
face  as  a  whole  should  be  studied,  as  some  have  an  animal  type,  while 
in  others  the  face  is  asymmetrical.  On  looking  at  the  body  it  would 
be  noticed  that  there  is  a  slouching  gait,  and  that  the  hands  with 
difficulty  perform  simple  acts,  such  as  buttoning  the  clothes  or  picking 
up  a  pin.  The  speech  was  often  defective,  and  in  those  who  could 
speak  there  was  mumbling  and  indistinctness  in  the  pronunciation  of 
words,  or  there  would  be  only  simple  ejaculation  of  sentences.  All  the 
special  senses  were  defective,  and  common  sensation  was  usually  less 
acute  than  in  ordinary  children,  so  that  mentally-feeble  children  do 
not  suff'er  pain  to  the  same  extent  as  normal  children.  The  author 
then  mentioned  the  principles  which  should  be  relied  upon  in  training 
the  defective  child,  and  said  that  they  consisted  of  a  judicious  com- 
bination of  hygienic,  medical,  physical,  moral,  and  intellectual  treat- 
ment.    The  three  latter  methods  might  be  summed  up  in  the  word 
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*'  educational."  Tbe  groundwork  of  this  method  was  the  application 
of  physiological  principles  to  remedy  the  defects  met  with  in  the  child. 
Mention  was  made  of  the  "Savage  of  the  Aveyron,"  a  wild  boy  whom 
Itard  attempted  to  teach,  and  who  was  the  first  to  apply  physiological 
methods  in  endeavouring  to  remedy  the  defects  which  he  found  in  the 
boy.  These  methods  were  immensely  developed  by  Seguin,  who  laid 
down  the  law  that  "the  education  of  the  senses  must  precede  the 
education  of  the  mind,"  and  it  was  on  these  lines  that  the  education  of 
the  mentally-feeble  child  was  carried  on.  A  full  description  was  given 
of  the  sensorial  training,  and  how  the  senses  of  touch,  sight,  hearing, 
taste,  and  smell  were  developed.  Then  the  different  ways  in  which  the 
physical  defects  and  imperfections  met  with  could  be  remedied  were 
given  at  length,  and  especially  the  way  in  which  speech  was  evolved. 
With  regard  to  the  higher  branches  of  learning,  it  was  impressed  upon 
the  audience  that  it  is  necessary  in  every  case  to  proceed  from  the 
simple  to  the  complex,  teaching  ideas  by  the  use  of  concrete  forms 
and  not  by  abstract  notions.  Parrot  knowledge  was  of  no  use  what- 
ever, and  care  should  be  taken  that  the  child  thoroughly  understands 
everything  that  is  taught  him.  The  industrial  and  moral  training 
were  fully  gone  into,  and  the  lecture  closed  with  a  reference  to  the 
"  moral  imbecile,"  a  child  intellectually  sharp  and  clever,  but  who  was 
morally  a  thief,  a  liar,  full  of  cunning,  horribly  cruel,  and  often  of 
immoral  tendencies.  Children  of  this  class  should  be  placed  in  special 
institutions,  where  they  should  undergo  training  and  be  kept  under 
control. 
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Lewis,  Percy,  M.D.,  Surgeon,  Victoria  Hospital,  Folkestone. 
A  Manual  of  Medical  Exercises, 
The  Cure  and  Relief  of  Spinal  Curvature. 

LiDDON,  Edwaud,  M.D.,  J. p..  Senior  Physician,  Taunton  and 
Somerset  Hospital. 
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Lister,  Lord,  F.R.C.S.,  F.R.S.,  Consulting  Surgeon,  King's 
College  Hospital  ;   President,  Royal  Society. 

LiVKiNG,  Edward,  Member  of  Council,  King's  College ; 
Registrar,  R.C.P. 

LiVEiNG,  Robert,  Consulting  Physician,  Skin  Department, 
Middlesex  Hospital. 

LocKWOOD,  Harry,  Surgeon,  Sheffield  Royal  Hospital. 

LoNQHURST,  Bell  Wilmott,  Surg.-Lieut.,  Army. 

Lyle,  Willoughby,  Lecturer  on  Animal  Biology  and  Demon- 
strator of  Physiology,  King's  College  ;  Senior  Clinical 
Assistant,  Royal  Eye  Hospital,  Southwark. 

MacDonald,  Greville,  M.D.,  Assistant  Physician  in  Charge 
of  Throat  Department,  King's  College  Hospital. 

McHardy,  Malcolm  Macdonald,  Ophthalmic  Surgeon,  King's 
College  Hospital ;  Professor  of  Ophthalmology,  King's 
College. 

MacLeod,  Harold  H.  Brodie,  F.R. C.S.Ed.,  Surgeon  to 
the  Salop  Infirmary. 

MacNab,  Allan  James,  Surg.-Capt.,  I.M.S.,  Bengal ;  Surgeon 
to  Corps  of  Guides  ;  Medical  Officer  to  Afghan  Boundary 
Commission. 

MacNamara,  Charles  Nottidge,  F.R.C.S.,  Surgeon  and 
CJinical  Lecturer  on  Surgery  to  Westminster  Hospital. 

Maling,  Edwin  Allan,  Consulting  Surgeon,  Sunderland 
Infirmary. 

Maling,  William  Haggarth,  Surgeon,  Sunderland  and 
North  Durham  Eye  Infirmary. 

Marsh,  Fkank,  F.R.C.S.,  Surgeon  and  Lecturer  on  Clinical 
Surgery,  Queen's  Hospital,  Birmingham. 

Matthews,  Valentine,  Surgeon,^ Westminster  General  Dis- 
pensary. 

May,  Arthur  William,  Staff  Surgeon,  R.N. 

May,  George,  B.A.,  M.B.,  F.R.C.S.,  Consulting  Surgeon, 
Royal  Berks  Hospital. 
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Mayo,  Alfred  Charles,  Surgeon,  Great  Yarmouth  Hospital. 

Melladew,  Heinrich  Frederick  Lawartz,  Surg. -Lieut. -Col., 
Army. 

MoBERLY,  Herbert  Jobn  Kobekt,  Surg.-Maj.,  Army. 

Monk,  Henry  G-.  Hawkins,  M.D.,  Medical  Officer  of  Health, 
Leicester. 

Moor,  C.  A.,  M.A.,  Demonstrator  of  State  Medicine,  King's 
College. 

Morris,  William   Albert,  Surg.-Maj.,  Aruiy  (mentioned   in 
dispatches,  Tirah  Expedition  Force). 

Nash,  William,  Surg.-Lieut.-Col.,  Army. 

Newmarch,   Bernard,  Assistant  Surgeon,  Sydney  Hospital  ; 
Honorary    Medical    Officer,    North    Sydney    Hospital, 

N.S.W. 

Nicholson,  Arthur,  M.D.,   Surgeon,   Sussex   and  Brighton 
Hospital  for  Diseases  of  Eye. 

Nicholson,   Ronald  William   Edward  Huntly,   Surg.-Maj., 
Army. 

Norman,  William  Henry,  Staff- Surg.,  R.N. 

Palmer,  W.  J.,  Deputy  Surg. -General,  Army  (retired). 

Parrott,  Thomas    Godfrey,    Surgeon,    Bucks    General    In- 
firmary. 

Parsons,    Charles,    M.D.,    Hon.    Medical    Officer,    Dover 
Hospital. 

Parsons,    Francis    John    Crane,   Surgeon,    Bridgwater    In- 
firmary. 

Partridge,  Samuel  Bowen,  CLE.,  Hon.  Surg,  to  H.M.  the 
Queen;   Depy.  Surg.-General,  Bengal  Army  (retired). 

Penny,  Jeremiah,  Surg.-Capt.,  I.M.S.,  Madras. 

Petch,  Richard,  M.D.,  Physician,  York  County  Hospital. 
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Phillips,  John,  M.A.,  M.D.,  F.K.C.P.,  Assistant  Obstetric 
Physician,  Kiug's  College  Hospital,  and  Lecturer  on 
Practical  Obstetrics  in  King's  College  ;  Senior  Phy- 
sician, British  Lying-in  Hospital  ;  Examiner  in  Mid- 
wifery, University  of  Cambridge,  and  to  the  Eoyal 
College  of  Physicians ;  Hon.  Secretary,  Obstetrical 
Society  of  London. 

Review  of  the  Medical  Sciences  (Gynsecology)  ^Practitioner, 
October,  1897). 

Outlines  of  the  Diseases  of  Women,  2nd  edit. 

Plastic  Gynecological  Operations  {Clifford  Allhutt  and 
Playf air's  System  of  Medicine). 

Phjlpot,  Charles  William,  M.D.,  B.Sc,  Physician,  Croydon 
General  Hospital. 

Philson,  Samuel  Cowell,  Surg.-Capt.,  Army. 

Playfair,  Hugh  James  Moore,  M.D.,  M.R.C.P.,  Curator  of 
Museum,  King's  College  ;  Assistant  Physician,  Hospital 
for  Women  and  Children,  Waterloo  Bridge  Road. 

Playfair,  William  Smoult,  M.D.,  F.R.C.P.,  LL.D.,  Physician- 
Accoucheur  to  H.I.  and  R.H.  the  Duchess  of  Coburg ; 
lately  Physician  for  Diseases  of  Women,  King's  College 
Hospital,  and  Professor  of  Obsteti-ic  Medicine  in  King's 
College  ;  Editor  of  System,  of  Gynsecology  {Clifford 
Allhutt' s  System  of  Medicine) . 

Porter,  William  Smith,  M.D.,  Physician,  Sheffield  General 
Infirmary. 

Powell,  James,  Surg  -Lieut. -Col.,  Army. 

Powell,  Simpson,  Snrg.-Capt.,  Army. 

Priestley,  Sir  William  Overend,  M.P.,  M.D.,  F.R.C.P., 
LL.D.,  Consulting  Obstetric  Physician,  King's  College 
Hospital,  and  the  British  Lying-in  Hospital. 

Pritchard,   Ukban,  M.D.,  F.R.C.S.,  Aural   Surgeon,  King's 
College  Hospital ;  Professor  Aural   Surgery  in  King's 
College  ;   Co-editor  of  Archives  of  Otology. 
Handhooh  of  Diseases  of  the  Ear,  3rd  edit. 

Ralfe,  Charles  Henry,  M.D.,  F.R.C.P.,  Physician,  London 
Hospital. 
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Eamsay,  George,  Surgeon-Lient.^  I. M.S.,  Bengal. 
Richmond,   Onslow   Robert,    Surgeon,   Gravesend    Hospital 

for  Seamen. 
Roberts,    W.    H.,    Professor    of    Pathology,    University   of 

Otago,  New  Zealand. 
Roberts,  Wm.  Lake,  Surgeon,  Bradford  Infirmary. 
Rogers,  Edward  Alan,  Surgeon,  R.N. 
Rope,  Henry  John,  F.R.C.S.,  Surgeon,  Salop  Infirmary. 
Rose,  William,  M.B.,  B.S.,  F.R.C.S.,  Senior  Surgeon,  King's 

College  Hospital ;  Professor  of  Clinical  Surgery,  King's 

College. 
A  Text-hook  of  Surgery,  1898. 
Rowell,    George,    F.R.C.S.,    Anaesthetist,    King^s    College 

Hospital  and  Dental  Hospital. 

Russell,  Robert  Hamilton,  F.R.C.S.,  Surgeon  to  the   Mel- 
bourne Hospital  for  Sick  Children,  Victoria,  Australia. 
Medical  Annual,  1897,  p.  184. 
Sansom,  Arthur  Ernest,  M.D.,  F.R.C.P.,  Physician,  London 
Hospital. 

Saunders,  G.  Symes,  M.D.,  Medical   Superintendent,  Devon 
County  Asylum. 
Fifty-first  Annual  Report  of  the  Asylum. 

Seaman,  Albert  Baird,  Surgeon-Lieut.-Col.,  I. M.S.,  Bengal. 

Sedgefield,  Arthur  Robert  Wyatt,  Surgeon -Major,  I.M.S., 
Bengal. 

Shaw,  Thos.    Claye,   Lecturer  on    Psychological   Medicine, 

St.  Bartholomew's  Hospital. 
Short,  Thomas  Sydney,  M.D.,  M.R.C.P.,  Visiting  Physician, 

City  Infirmary  ;  Assistant  Physician,  General  Hospital, 

Birmingham. 

Shuttleworth,  G.  E.,  B.A.,  M.D. 

In  lliscussion  on  Sporadic  Cretinism  (Brit.   Med.  Journ., 
Septemher  12th,  1896). 
Sibbald,  Thomas  Martyn,  Staff  Surgeon,  R.N. 
SiccAMA,  RiNso  Robert,  Dep.  Insp.-Gen.,  R.N. 
SiLCOCK,  Alexander,  Surgeon-Major,  I. M.S.,  Bengal. 
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Silk,  John  Frederick  William,  M.D.,  Anaesthetist  and  In- 
structor in  Anaesthetics,  King^s  College  Hospital  ;  Hon. 
Sec.  Society  of  Anaesthetists. 

Sloggett,  Arthur  Thomas,  Surgeon-Lieut. -Col.,  Army 
(mentioned  in  dispatches,  Dongola  expedition). 

Sloggett,  Henry  Maxwell,  Surgeon-Capt.,  Army. 

Smalley,  Herbert,  Inspector  of  Prisons. 

Smith,  Henry  Ernest  Hill,  Surgeon-Capt.,  Army  (attached 
to  Egyptian  army). 

Smith,  Robert  Shingleton,  M.D.,  B.Sc,  F.R.C.P.,  Senior 
Physician,  Bristol  Royal  Infirmary  ;  Emeritus  Professor 
of  Medicine,  Univ.  Coll.  Bristol ;  Editor  Bristol  Med.- 
Ghir.  Journal. 

Smith,  William  Robert,  M.D.,  D.Sc,  D.P.H. (Cantab.), 
Professor  of  Forensic  Medicine,  and  Director  of  the 
Laboratories  of  State  Medicine,  King's  College  ;  Presi- 
dent of  the  British  Institute  of  Public  Health. 

Sparkes,  Claude  Stephen,  Surgeon-Capt.,  Army. 

Sparrow,  Horatio  S.  R.,  Staff  Surgeon,  R.N. 

Spencer,  Francis  Henry,  Surgeon-Lieut.,  Army  (retired). 

Stephens,  William  J.,  Hon.  Physician,  Brighton  and  Hove 
Dispensary  ;   Anaesthetist,  Brighton  Dental  Hospital. 

Stewart,  Oliver,  Principal  Medical  Officer,  Uganda  Railway. 

Stewart,  Rothsay  C,  Superintendent  of  Leicestershire  and 

Rutland  Asylum. 
Styrap,    Jukes   de,   M.D.,    Physician    Extraordinary,    Salop 

Infirmary. 
Swain,  William  Paul,  F.R.C.S.,  Surgeon,  South  Devon  and 

East  Cornwall  Hospital. 
SwETE,    E.   Horatio   Walker,  Hon.    Consulting    Physician, 

Worcester  General  Infirmary. 
Symons,    John,    Surgeon,   West     Cornwall    Infirmary    and 

Dispensary. 
Tatham,  C.  J.  WiLLMEB,  Sui'g.-Capt.,   Army. 
Teale,    Thomas     Pridqin,    F.R.C.S.,    Consulting    Surgeon, 

Leeds  General  Infirmary. 
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Thom,  George,  Surgeon,  Ro3^al  Albert  Hospital,  Devonport. 

Thompson,  Edmund  Symes,  M.D.,  Consulting  Physician  to 
Brompton  Hospital  for  Consumption ;  Gresham  Professor 
of  Medicine. 

Thomson,  J.  Millar,  Professor  of  Chemistry,  King's  College  ; 
Examiner  in  Chemistry  and  Chemical  Physics,  Royal 
College  of  Physicians. 

Thomson,  StClair,  M.D.,  M.R.C.P.,  F.R.C.S.,  Assistant 
Surgeon  to  the  Royal  Ear  Hospital ;  Senior  Clinical 
Assistant  to  the  Throat  Hospital,  Golden  Square  ; 
Sub-editor  of  the  Practitioner, 

Thorpe,  Y.  Gunson,  Surgeon,  R.N. 

TiRAKD,  Nestor,  M.D.,  F.R.C.P.,  Professor  of  Materia  Medica 
and  Therapeutics,  King's  College ;  Physician,  King's 
College  Hospital  and  Evelina  Hospital  for  Sick  Chil- 
dren ;  Examiner,  Materia  Medica,  Pharmacology,  and 
Therapeutics,  Victoria  University,  Manchester ;  Exa- 
miner, Materia  Medica  and  Pharmacy,  Royal  College 
of  Physicians. 

Albuminuria  and  BrighVs  Disease  (Smith,  Elder  &  Co., 
1898). 

Digitalis  as  a  Diuretic  [International  Clinics,  1898). 

Therapeutic  Progress  (Year-book  of  Treatment  for  1897). 

Townsend,  E.  Bridges,  Surgeon,  R.N. 

Tudor,  John,  Consulting  Surgeon,  Dorset  County  Hospital. 

Turner,  Nathaniel  Henry,  Hon.  Surgeon,  Birmingham 
Lying-in  Charity. 

Turner,  Richard,  Surg. -Lieut. -Col.,  Army. 

Turner,  W.  Aldren,  M.D.,  F.R.C.P.,  Assistant  Physician, 
West  London  Hospital ;  Demonstrator  of  Neuro-patho- 
logy.  King's  College. 

Turner,  William,  M.B.,  B.S.,  F.R.C.S.,  Assistant  Surgeon, 
Westminster   Hospital  ;    Surgeon,  Royal    Hospital  for 
Diseases    of   the   Chest  ;    Honorary   Visiting   Surgeon, 
Branch  Seamen's  Hospital. 
VOL. IV.  23 
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Underwood,  Arthur  Swayne,  Professor  of  Dental  Surgery, 
King's  College ;  Dental  Surgeon,  King's  College  Hos- 
pital. 

Vachell,  Charles  Tanfield,  M.D.,  Physician,  Glamorgan  and 
Monmouth  Infirmary. 

Vachell,  Herbert  Kedwood,  M.D.,  Out-patient  Physician, 
Glamorgan  and  Monmouth  Infirmary. 

Vann,  Alfred  Mason,  Surgeon,  Durham  Co.  Hospital, 

Wallis,  Charles  Edward,  Clinical  Assistant,  Dental  Depart- 
ment, King's  College  Hospital ;  Dental  Surgeon  to 
Victoria  Hospital,  Chelsea. 

Ward,  Howard  P.,  M.B.,  Assistant  Physician  to  Royal 
South  Hants  Infirmary,  Southampton. 

Warner,  Francis,  M.D.,  F.R.C.P.,  Physician  to  London 
Hospital,  and  Lecturer  on  Materia  Medica  and  Thera- 
peutics, London  Hospital  Medical  College. 

Watson,  W.  Spencer,  F.R.C.S.,  Surgeon,  Throat  Depart- 
ment, Great  Northern  Hospital. 

Wheatley,  James,  M.D.,  Police  Surgeon  and  Medical  Officer 
of  Health,  Blackburn. 

White,  Ernest  William,  M.B.,  M.R.C.P.,  Professor  of 
Psychological  Medicine  in  King's  College ;  Medical 
Superintendent  City  of  London  Lunatic  Asylum,  Dart- 
ford  ;  appointed  Examiner  of  the  Medico-Psychological 
Association  of  Great  Britain  and  Ireland. 

White,  R.  Wentworth,  Dental  Surgeon,  Norfolk  and  Nor- 
wich Hospital. 

Whitfield,  Arthur,  M.D.,  M.R.C.P.,  Assistant  Physician, 
West  London  Hospital. 

Willcocks,  Frederick,  M.D.,  F.R.C.P.,  Lecturer  on  Materia 
Medica  and  Therapeutics,  and  Joint  Lecturer  on  Prac- 
tical Medicine,  Charing  Cross  Hospital ;  Examiner  in 
Materia  Medica  and  Pharmacy,  Royal  College  of  Phy- 
sicians. 

Wilson,  Stevenson  Moreton  Wightman,  Consulting  Surgeon, 
West  Norfolk  and  Lynn  Hospital. 
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Winn,  Algernon  William,  Surgeon,  R.N.  (retired). 

Woodward,  Alfred,  Surgeon,  Royal  Isle  of  Wight  Infir- 
mary and  County  Hospital. 

Wright,  Robert  Temple,  Brig.  Surg.-Lieut.-CoL,  I.M.S., 
Bengal  (retired). 

Yeo,  Isaac  Burney,  M.D.,  F.R.C.P.,  Physician,  King's  Col- 
lege Hospital ;  Professor  of  Medicine,  King's  College ; 
Examiner  in  Medicine,  Royal  College  of  Physicians. 


THE  VOLUNTEER  REPOET. 


By  valentine  MATTHEWS. 


The  Queen's  Diamond  Jubilee  naturally  occupies  a  pro- 
minent position  in  the  events  of  the  Volunteer  year,  and  is 
o£  peculiar  interest  to  the  Volunteer  Medical  Services  from 
the  fact  that  a  considerable  number  of  officers  and  men  were 
employed  in  making  the  necessary  medical  arrangements  for 
the  regular  troops  on  duty  on  the  Jubilee  Day. 

On  the  occasion  of  the  first  Jubilee,  and  on  many  public 
occasions  since,  the  Volunteer  Medical  Staif  Corps  and  many 
Volunteer  Medical  officers  have  performed  medical  duties, 
but  hitherto  their  services  have  simply  been  lent,  under 
authority,  to  the  police.  This  is  the  first  occasion  on  which 
Volunteer  Medical  officers  and  bearers  have  acted  directly 
under  the  military  authorities  to  supplement  and  assist 
their  brethren  in  the  Army  Medical  Department  in  perform- 
ing medical  duties  with  regular  troops. 

Four  companies  of  bearers  with  three  officers  in  each 
were  supplied  by  the  London  Companies  of  V.M.S.C., 
taking  charge  of  the  route  from  Buckingham  Palace  to 
Shoe  Lane. 

The  Woolwich  Company  V.M.S.C,  and  several  bearer 
companies  of  Volunteer  Infantry  Brigades  paraded,  and  took 
similar  charge  of  various  portions  of  the  route. 

Two  King's  men  (Surgeon-Captain  V.Matthews,  V.M.S.C, 
and  Surgeon-Captain  Warwick,  East  London  Brigade  Bearer 
Company,  received  the  Jubilee  Medal  in  connection  with 
their  duties  as  Volunteer  Medical  Officers. 

No    changes    of  any   importance    have    occurred  in   the 
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Volunteer  Medical  Services  during  the  past  year,  but  some 
question  has  been  raised  with  a  view  of  making  the  Brigade 
Bearer  Companies  independent  units  instead  of  being  borne 
on  the  strengtli  of  one  or  more  battalions  of  a  brigade  as 
at  present. 

It  may  be  noticed  that  in  the  Army  List  of  February,  1898, 
there  is  no  list  of  Volunteer  Medical  Staff,  but  that  the 
names  of  medical  officers  are  only  to  be  found  regimentally. 
The  present  unsatisfactory  state  of  things  in  the  Army 
Medical  Staff  is  naturally  a  matter  of  interest  to  Volunteer 
Medical  Officers,  and  it  is  to  be  hoped  that  a  satisfactory 
solution  may  soon  be  found. 

With  the  view  of  endeavouring  to  help  Volunteer  Medical 
Officers  in  the  acquisition  of  the  information  necessary  for  the 
proficiency  examination,  a  class  was  formed  by  the  Volunteer 
Medical  Association.  Instruction  was  given  both,  by  lecture 
and  correspondence.  Two  King^s  men  assisted  in  the  in- 
struction, and  one  joined  tbe  class.  It  is  hoped  that  similar 
classes  will  be  held  at  intervals  during  the  year. 

It  may  be  mentioned  that  Surgeon-Lieutenant-Colonel  A. 
T.  Norton,  V.D.,  commanding  London  Companies  V.M.S.C., 
was  made  a  C.B.  on  retirement.  This  is  the  first  time  a 
Volunteer  Medical  Officer  has  ever  as  such  received  a  similar 
honour. 

Surgeon-Captain  A.  Chawner  has  been  promoted  to  Sur- 
geon-Major. 
C.  R.  Shewaed    (late  Corporal,  V.M.S.C.)  has  received  a 

commission  as  Surgeon  in  the  navy. 
Surgeon-Lieutenant  Stewart  Oliver  has  been  transferred 
from  the  V.M.S.C.  to  the   Militia  M.S.C.,  and  is  now 
for  service  as  Principal  Medical  Officer  to  the  Uganda 
Railway. 
The    London   Companies  V.M.S.C.  went   to   the    Marine 
Depot  at  Walmer  at  Easter,  and  took  part  in  a  field   day 
with  the  South  London  Brigade  on  Easter  Monday.      They 
also  had  the  usual  camp  for  a  week  at  Aldershot  in  August. 
Three  King's  men  were  in  the  winning  stretcher  squad  in 
No.  1  Company  competition.      Their  names  are — 
M.  R.  C.  MacWatters. 
G.  W.  G.  Hughes. 
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G.  de  B.  Turtle. 

G.  W.  Gr.  Hughes  won  the  prize  for  First  Aid,  and  M.  K. 
C.  MacWatters  won  the  prize  for  the  best  recruits. 

The  King's  section  is  still  under  strength,  and  it  is 
hoped  that  members  will  use  their  efforts  to  bring  in  recruits. 

The  following  are  some  of  the  King's  men  who  hold  com- 
missions in  the  volunteers.  (Any  information  on  this  or 
any  other  subject  relating  to  volunteers  will  be  gratefully 
received  by  the  writer.) 

Smith,  Professor  W.  R. — Surgeon-Lieutenant- Colonel 
(Y.D.),  3rd  V.B.  Queen's  Own  (Royal  West  Kent) 
Regiment. 

Rose,  Professor  W. — Surgeon-Captain,  13th  Middlesex 
(Queen's  Westminster). 

Baddeley,  C.  E. — Surgeon-Lieutenant,  2nd  V.  B.  King's 
Shropshire  L.  I. 

Bateman,  W.  a.  F. — Surgeon- Major,  2nd  V.  B.  East  Surrey 
Regiment. 

Batterbury,  R.  L. — Surgeon-Captain,  2nd  V.  B.  Bedford 
Regiment. 

Bell,  W. — Surgeon- Major,  1st  Cheshire  A.  Y. 

Bryett,  L.  T.  F. — Surgeon-Lieutenant,  3rd  Y.  B.  (Queen's 
Own)  Royal  West  Kent  Regiment. 

Chawner,  Alfred. — Surgeon-Major,  2nd  Y.  B.  Sherwood 
Foresters,  Derbyshire  Regiment. 

Coffin,  R.  de  Maitland. — Surgeon-Captain  3rd  Queen's 
Royal  West  Surrey  Regiment. 

Hughes,  E.  A. — Surgeon-Captain,  1st  London  (City  of 
London  Rifle  Brigade). 

LocKWooD,  Harry. — Surgeon-Captain,  4th  W.  R.  Yorks 
Artillery. 

Matthews,  Yalentine. — Surgeon-Captain,  London  Com- 
panies, Yolunteer  Medical  Staff   Corps. 

Sparrow,  G.  G. — Surgeon-Major,  2nd  Hants  A.  Y. 

Stivens,  B.  H.  Lyne. — Surgeon-Lieutenant,  13th  Mid- 
dlesex (Queen's  Westminster). 

Warwick. — Surgeon-Captain,  East  London  Yolunteer  Bri- 
gade Bearer  Company. 
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No.  1  Company  (King's  section)  Volunteer  Medical  Staff 
Corps  : 

Lance-Sergt.  F.  H.  Arnett.  Corporal  A.  H.  Ahrens. 
Lance-Corps.  J.  H.  Addinsell,  G-.  de  B.  Turtle.  Privates 
A.  Stockton,  M.  M.  Townsend,  H.  S.  Eoch,  E.  L.  D. 
Dewdney,  C.  T.  Lewis,  C.  J.  Mayhew,  G.  W.  Gr.  Hughes, 
M.  R.  C.  MacWatters,  E,  W.  Dolman,  W.  C.  Smales,  G.  A> 
Hayman,  B.  M.  Footner. 


VOLUNTEER   MEDICAL   STAEP   COUPS. 

LONDON  COMPANIES. 

HEADQUARTERS— CALTHORPE  STREET,  W.C. 


Hon.   Commandant^^xxv^eow-Genevixl  Sir  William  Gtjyer    Hunter,    M.D., 

K.C.M.G.,  Q.H.S. 

Commandant — Surgeon-Major  J.  E.  Squibe,  V.D. 


The  London  companies  of  this  corps  have  their  head- 
quarters in  a  central  locality,  which  contains  a  large  hall 
for  drill,  entertainments,  &c.,  officers^  mess,  sergeants'  mess, 
canteen,  accommodation  for  reading,  refreshment  rooms, 
shooting  gallery,  and  other  club  advantages. 

They  are  easily  accessible  by  omnibus  routes  and  by  the 
Underground  Railway. 

The  course  of  instruction  includes,  in  addition  to  the 
ordinary  drills  and  training  of  an  infantry  corps,  special 
training  in  stretcher  and  waggon  drill,  the  use  of  improvised 
seats  and  stretchers,  application  of  splints,  bandages,  &c., 
transport  of  wounded,  and  medical  organisation  in  the  field. 

Lectures  are  given  by  the  officers  during  the  winter 
session. 

Members  of  the  corps  can  attend  camps  at  Easter, 
Whitsuntide,  and  eight  days'  training  with  the  regulars  at 
Aldershot  in  August. 

Drills  and  lectures  are  arranged  so  as  not  to  interfere 
with  the  medical  curriculum  of  the  students. 

There  is  a  shooting  club,  with  a  Morris  tube  range  at 
headquarters,  in  which  instruction  in  rifle  shooting  and 
opportunities  for  practice  and  matches  are  given. 

Tliere  is  a  gymnasium  at  headquarters  under  the  direction 
of  an  army  instructor. 

Members  are   enrolled  for    four    years,    during   each  of 
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which  they  must  make  themselves  efficient  in  order  to  earn 
the  capitation  grant  allowed  by  Government. 

Uniform  and  accoutrements  are  provided  at  the  expense 
of  the  Corps. 

Students  wishing  to  join  should  do  so  at  the  commence- 
ment of  their  first  year,  but  may  join  at  any  time.  Entrance 
fee,  10s. ;  annual  subscription,  10s. 

There  are  five  London  companies,  three  of  which  are 
composed  of  students,  as  follows : 

No.  1. — Charing  Cross,  King^s  College,  University  College, 
Middlesex,  and  St.  George^s  Hospitals. 

Officers  : — Surgeon-Captain  Valentine  Matthews,  Surgeon- 
Lieut.  J.  R.  Whait,  Captain  and  Quartermaster  Newton  H. 
Nixon. 

For  further  information  apply  to  Lee. -Corp.  J.  H.  Addin- 
sell,  Lee. -Corp.  G.  de  B.  Turtle,  King's  College,  Surgeon- 
Captain  V.  Matthews,  22,  Suffolk  Street,  Pall  Mall,  on  any 
day  between  11  and  1,  or  to  headquarters — Calthorpe  Street, 
Gray's  Inn  Road,  W.C. 


ATHLETIC    EECORD. 


EUGBY    FOOTBALL    CLUB. 
Season  1896-7. 

OFFICERS. 

Fresident.—F.  F.  Bubghaed,  Esq.,  M.D.,  M.S.,  P.R.C.S. 

Son.  Treasurer. — W.  D.  Hallibtieton,  Esq.,  M.D.,  F.R.S. 

Captain. — A.  Beowk. 

Committee. 
F.  A.  Hadley.  I  C.  A.  Speawson. 

A.  T.  Maeshall.  I  A.  J.  Taylee. 

Hon.  Secretary.—^.  A.  Sandees. 

Inter-Hospital  Cup  Tie. 
King's  v.  Bart.'s. 

Played  at  Richmond  on  February  9th.  King's  kicked  off 
against  a  strong  wind^  and  play  began  in  our  "  25/'  where 
several  tight  scrums  took  place,  ending  in  Bart.'s  scoring 
within  ten  minutes  of  the  start.  This  seemed  to  wake  our 
forwards  up,  and  from  this  point  they  played  a  grand  game, 
the  tackling  of  the  halves  and  three-quarters  being  splendid. 
Marshall  very  nearly  scored  for  King's,  but  was  tackled  near 
the  line,  Bart.'s  thus  winning  by  5  goals  (1  penalty)  to  nil. 

Team.— E.  A.  Sanders  (back);  A.  T.  Marshall,  J.  C. 
Briscoe,  R.  H.  Strong,  T.  J.  Clapperton  (three-quarters)  ; 
A.  Brown,  E.  A.  Cox  (halves)  ;  E.  C.  Plummer,  F.  A.  Hadley, 
A.  Chenery,  H.  Willcox,  C.  A.  Sprawson,  E.  W.  Dolman, 
A.  B.  Thomson,  G.  P.  Young  (forwards)  ;  A.  J.  Tayler 
(touch-judge) . 


i 
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OLD    STUDENTS'  DINNEE. 


The  Old  Students'  Dinner  was  held  as  usual  on  Octo- 
ber 1st,  1897,  at  Limmer^s  Hotel.  In  inviting  Mr.  F. 
Richardson  Cross,  F.R.C.S.,  to  preside  the  committee  felt 
sure  that  a  popular  chairman  had  been  selected,  but  they 
were  quite  unprepared  for  the  success  attained.  Although 
provision  had  been  made  for  seating  all  who  had  announced 
their  intention  of  being  present,  and  a  certain  amount  of 
margin  had  been  allowed  for  those  who  hoped  to  come,  yet 
additional  tables  had  to  be  brought  in  as  more  old  friends 
arrived,  and  the  resources  of  Limmer's  were  taxed  to  the 
utmost.  The  Chairman  made  an  excellent  speech  in  pro- 
posing the  toast  of  the  evening,  and  referred  to  the  various 
changes  that  had  occurred  since  his  earliest  connection  with 
the  School.  His  references  to  athleticism  and  to  his 
student  days  were  received  with  much  applause,  which  was 
renewed  as  he  enumerated,  with  kindly  phrase,  the  charac- 
teristics of  his  old  teachers,  Fergusson,  Wood,  Johnson  and 
others,  many  of  whom  have  passed  away,  though  they  live 
still  in  the  memories  of  former  students,  who  are  indebted 
to  them  not  only  for  their  knowledge  of  professional  work, 
but  also  for  unnumbered  acts  of  kindly  encouragement. 
The  new  Principal,  the  Rev.  Gr.  Robertson,  the  Rev.  Dr. 
Wace,  Dr.  Shingleton  Smith,  and  Dr.  Wynter  Blyth  were 
amongst  those  who  subsequently  spoke.  Mr.  Herbert 
Schartau  enlivened  the  intervals  with  many  humorous  songs, 
and  added  greatly  to  the  success  of  the  evening. 
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For  the  full  names  and  addresses  of  subscribers  and  for  members  of  the 
services,  reference  should  be  made  to  the  alphabetical  list  at  the  commencement 
of  the  volume. 

The  initials  of  subscribers  are  not  given  unless  where  the  name  is  a  common 
one,  or  where  two  of  a  name  live  near  each  other. 

The  arrangement  of  the  divisions  is  made  as  much  as  possible  after  the  plan  of 
the  '  Medical  Directory.* 

Changes  of  address  and  en*ors  discovered  to  be  sent  to  Dr.  John  Phillips, 
68,  Brook  Street,  W. 


I.  METROPOLITAN  AREA. 


North  District. 
FinshuryParh. — Soutter(D.W.L.). 
Highbury. — Soutter  (M.  K.). 
Highgate.  —  Boden,   Bousfield, 
Ohowry-Muthu,  Prentice. 

North-West  District. 

Hampstead.—Comn  (T.  W.),  Gun- 

nington. 
Harlesden. — Ellison. 
Begenfs    Parh. — Carter   (R.    J.), 

Cook  (J.). 

North-East  District. 

Clapton. — JefFree. 
Dalston. — Gibbings  (A.T.),Heame, 
Lyle. 

Sotjth-West  District. 

Brixton. — Biirridge. 

Chelsea. — Hebb. 

EarVs   Court.  —  Barton    (J.     K.), 

Coffin  (M.),  Wallis  (E.),  Webb 

(Curtis). 


Knightshridge. — Brown  (C.  G.), 
Pedler,  Pbilpot  (J.  H.),  Playfair 
(H.  J.  M.),  Sansom  (0.  L.), 
Wbitmore. 

St.  George's  Square. — Lavies  (J. 
T.  H.). 

Streatham.— Fuller. 

Water  Lane. — Fielder. 

East  Central. 
Old  Street.— Bryett  (L.  T.  F.). 

West  District. 

^c^on.— Allen  (T.). 

Bayswater. — Brett,Cornish,  Jiiger, 
Priestley  (R.  C),  Sandifer. 

Bond  Street. — Flux,  McHardy. 

Brooh  Street.— 'Philli^a  (J.). 

Cambridge  Street. — Bell  (Jeffrey). 

Cavendish  Sq.  —  Barrow,  Beach, 
Beevor,  Burghard,  Cadman, 
Carless,  Cheatle(A.  H.),  Cheatle 
(G.  L.),  Cheyne(W.),  Orawfurd, 
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Curnow,  Daltoii,  DufRn,  Fenner, 
Ferrier,  Harris  (P.  TO,  Hart- 
ridge,  Lack,  Lister,  Li  vein  g  (E.), 
Macdonald  (Gr.),  MacDonald 
(G.  M.),  Pollard  (J.),  Nunn, 
Pritcliard  (U.),  Rose,  Rowell, 
Sansom  (E.)»  Silk,  Thomson 
(StOlair),  Tirard,  Turner  (W. 
A.),  Turner  (W.),  Underwood, 
Willcocks. 

Grosvenor  Square. — Beale  (L.  S.)j 
Beale  (P.  T.),  Macnaughton- 
Jones,  Play  fair  (W.  S.),  Pi"iestley 
(Sir  W.),  Stivens. 

Hammersmith. — James  (B.). 

Kensington  (North). — Edwards  (J. 
A.). 

Kensingtofi  (West).  —  Collier  (N. 
C),  Dent,  Birch,  Davies  (T.), 
Low  (H.).  Thomson  (M.),  Sparkes 
(W.  M.). 

Maida  FaZe.  — Corbyn  (F.  H.), 
Williams  (P.  W.),  Willis  (J.). 

Pall  Mall— Matthews  (Y.). 

Portman  Square.  —  Hood  (W.), 
Martyn,  Whitfield. 


Stratford  Place. — Cargill,  Den- 
sham,  Gibbings. 

West  Central  District. 

Gordon  Square. — Wace  (H.). 

Gower  Street. — Halliburton. 

Great  Queen  Street. — Prescott. 

Lincoln's  Inn  Fields  (Hospital). — 
Backhouse  (C.  F.),  Benson, 
Blane  (A.),  Briscoe  (J.  C), 
Burt  (A.  H.),  Clifford  (F.  C), 
Erhardt,  Gardner,  Hamilton, 
Hasslacher,  Jacob  (F.  H.),  Lans- 
downe,  Lewis  (C.  T.),  Lynch, 
Mackie,  Mavor  (A.),  Roberts  (G. 
A.),  Roch  Saunders,  Smith  (G. 
A.),  Smith  (W.),  Tribe,  Turner 
(B.  R.),  White  (Edgar). 

Russell  Square. — Hewlett,  Smith 
(W.  R.). 

Strand  (King's  College). — Colls  (P. 
C),  Cowie  (R.  M.),  Hawksworth, 
Hughes  (A.  W.),  Jackson  (H.), 
Kirkaldy ,  May  on,Sodeau,  Tayler 
(A.  J.),  Yosper  (P.), 


II  PROYIlSrCIAL. 


Alresford. — Jollye. 

Anderton  (Plymouth). — Cheves. 

Ashford. — Gross. 

Attlehorough. — Lack. 

Aylesbury. — Hooper,  Parrott. 

Barford — Longton. 

Barnes. — Guinness. 

Basingstohe. — Miller. 

BerTchamsted  (Great).  —  Batter- 
bury. 

Bideford. — Ackland. 

Birmingham. — Marsh ,  Short. 

Birtley  (Hereford). — Edwards  (A. 
R.). 

Blackpool. — Sprawson  (F.  C.)- 

Brampton. — Forster. 


Brant  Broughton. — Sharp. 

Brecon. — Powell  (R.). 

Bridgwater. — Parsons. 

Brighton. — Barker  (G.  C),  Hodg- 
son, Nicholson,  Stephens  (W.  J.). 

Briton  Ferry. — Pegge. 

Broadway. — Standring. 

Bury  St.  Edmunds. — Hodges. 

Buxton. — Hyde  (S.). 

Cardiff. -Y^icheW  (C.  T.),  Yachell 
(H.  R.). 

Clifton.  —  Cross  (F.  R.),  Smith 
(S.). 

Colchester. — Fenn. 

Granleigh. — Napper. 

Crichlade. — May  on. 
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Cromer. — Dent,  Manby. 
Croydon. — Philpot,  Wale. 
Cullompton.— Gidley . 
Dartford.—GlsLY^e,  White  (E.). 
Darwen. — GifFord. 
Derby.— Olver,  Taylor  (C.  H.). 
Devonport.  —  Morris    (J.    J.    N.), 

Thorn. 
Dewshury. — Clay. 
Ealing. — Stanley. 
Eastbourne. — Monckton  (H.  H.). 
Eastry. — McAnally. 
Edgbaston. — Turner  (N.). 
Edmonton. — Wilmot  (H.  B.). 
Enfield.— Wood  (E.),  Distin. 
Exminster. — Saunders. 
Farningha^n.— Smith  (T.  F.  H.). 
Folkestone. — Lewis  (P.  G.). 
Foulsham.—'Eden. 

Godstone. — Heather. 

Grantham . — Allford . 

Grinstead  {East). — Crookshank. 

Haddenham. — Andrew. 

Halifax. — Whitcombe. 

Harrogate. — Dimmock. 

Henley -in- Arden. — Arthur  (J.). 

Horndean. — Nash. 

Hull—Uoyflett. 

Hurstpierjpoint.—Meyev  (W.  R.). 

Ilford.— Bell  (J.  A.). 

Kidderminster. — Miles.. 

King's  Lynn. — Wedgewood. 

Kingswear. — Kendall . 

Kingston. — Goodwin. 

Kingston  Hill. — Beach,  Collins. 

Leamington  Spa. — May  man,  Eard- 
ley-Wilmot. 

Leeds. — Atkinson. 

Leicester. — Monk,  Stewart. 

Leintwardine   (Hereford).  —  Cart- 
wright. 

Lincoln. — Carline. 

Littlebo7'ough. — Rigg. 

Llandrindod   Wells. — Roberts  (F. 

H.). 
Llanidloes. — Owen  (J.  V.). 

VOL.    IV. 


Lydd. — Procter. 
Macclesfield. — Storrs. 
Machynlleth. — Rees. 
Maidenhead . — Moore . 
Maidstone. — Ground,    James    (E. 

W.),  Plomley,  Prentice. 
Malvern  [Great). — East. 
Much  Hadham. — Willans. 
Newbury. — Birch. 
Newton  Abbot. — Rice. 
Northampton. — Rae. 
Norwich. — Beverley(M.),Pritchard 

(E.),  Roche,  Woodhouse. 
Norwood. — Rugg. 
Nottingham.  —  Boobbyer,      Cole, 
Smith  (W.  R.). 

Oxford.— ByooIls,  Collier. 
Pailton.  —Baron, 

Penzance. — Symons. 

Plymouth.— Swain  (P.),  Mariette. 

Pontypridd. — Rees  (J.  M.). 

Preston  (Lanes.). — Tindall. 

Putney. — Hayles. 

Bamsgate. — Theobalds. 

Beading.— m\\(F.  A.). 

Bed  Hill. — Dempster. 

Beigate. — Walters  (J.). 

Bichmond     (Surrey).  —  Bateman, 
Shuttle  worth. 

St.     Leonards  -  on  -  Sea.  —  Allf  rey , 
MacDougall,  Makalua. 

Shanklin. — Dabbs. 

Sharrow  (Shefiield). — Bower. 

Sheffield. — Lock  wood,  Porter  (W. 
S.). 

Shepherd's  Well.— Huhel. 

Sherringham. — Astley-Cooper, 

Shreivsb2iry. — Macleod.  R()j>e. 

Sittingbourne. — Grayling. 

Slough.— AdsLms. 

Southampton. — Ward  (H.  P.). 

Southsea.—C\n\dki,  Esscry. 

Southwold. — WooUett. 

Spalding. — Perry  (S.  H.). 

Stevenage. — Ward  (G.  S.). 

/S^ra^^oji.  —  Minton. 

24 
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Strawberry  Hill. — Marshall. 

Stirbiton. — Brodie. 

Sutton- at- Hone. — Lace. 

Taunton— Green  (W.  F.  L.),  Lid- 
don,  Willcocks. 

Teddington. — Gott. 

Tenby.— Reid. 

Thames  Ditton. — Lyons. 

Torquay. — Hovvse. 

Tottenham  {South). — Jobnson(W.). 

Truro. — King,  Sharp. 

Tunbridge   Wells.— Footner,  Her- 
bert, Perry  (C.  M.). 

Uppingham. — Bell  (T.). 

Uxbridge.  —  Davidson,     Ferris, 
Minter. 

Wallasey.-Bell  (W.  Blair). 


Walmer. — Walker. 
Waltham  Cross. — Bentzsch. 
Wanstead.—  Warnei*. 
Wembley. — Goddard. 
Westerham. — Russell. 
Westgate-on-Sea. — Wood  (J.). 
Weston-super-Mare. — Ballance. 
Weybridge. — Cayley  (H.). 
Whitby.— Butt. 
Whittlesea. — Waddelow. 
Widdrington. — Gunn. 
Wimborne  Minster. — Batterbury. 
Winchester. — Wace  (C). 
Woodford  {South).— BodiWy. 
Worthing. — Kelly. 
Writtle. — Arnold- Wallinger. 
Yarmouth{Great). — Mayo,Scbaub. 


III.  ABROAD. 


Adelaide  {South  Australia). — Flint 

(F.  S.). 
Cape  Colony. — Troup. 
Corea. — Laws  (A.  E.). 
Durban  {Natal)  .—Addison  ( W.  H.). 
Georgetown. — London. 
Halifax  {Nova  Scotia). — Carleton- 

Jones  (G.). 
Hawaiian  Islands. — Stow  (C.  L). 
Italy,  Bordighera. — Hubbard,  D.L. 
Melbourne. — Russell  (R.  H.). 


New  Zealand. — de  Lautour. 
Port  of  Spain  {Trinidad). — Prada 

(E.). 
Richmond  {N  Z.).--Porter  (G.  D.). 
Shanghai. — Milles  (W.  J.). 
Sydney,  North  {New  South  Wales). 

— Newmarch  (B.  J.). 
Valetta      {Malta)  .—Unghes     (M. 

Louis). 
Washington    Territory  {U.S.A.). — 

Hasell  (E.). 


PllINTED    BY    ADLAlll)    AND    SON, 
BAllTHOLOMEW   CLOSE,    E.C.,    AND    20,    HANOVER    SQUAEE,    W. 


J.  H.  MONTAGUE, 

Surgical   Instrument  Manufacturer    and 

Cutler, 

By  Appointment  to  the  Hon.  Council  of  India,  Westminster 
Hospital,  Victoria  Hospital  for  Children,  &c.  &c. 


Morrison's   Improved  Mackenzie's  Tonsil 

Guillotine, 


Made    in    Three    Sizes. 
Price  £1  7s.  6d.  each. 


RONTGEN  ''X"  RAYS    PHOTOGRAPHY. 

SKIAGRAPHS  TAKEN    DAILY   OR   BY   APPOINTMENT. 
Demonstrations  free  to  the   Medical  Profession. 

Estimates  furnished  for  complete  apparatus  accordimj  to  requirements 


101,  NEW  BOND  STREET,  LONDON 
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